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Gn Address,’ 


By A. A. 
Perth. 


On Friday, August 5, 1898, thirteen medical practitioners 


met in the Board Room of the Perth Public Hospital and 
formed themselves into the Western Australian Medical 
Association. Those present were Dr. Lovegrove, Dr. Kenny, 
Dr. Harvey, Dr. J. M. Y. Stewart, Dr. J. E. E. Stewart, 
Dr. Roberta Stewart, Dr. O’Connor, Dr. Kelsall, Dr. Young, 
Dr. Haynes, Dr. Crutchley, Dr. Trethowan and Dr. 
Horrocks. 


This meeting elected three members to form a sub- 
committee to commence negotiations with the British 
Medical Association and to undertake the work necessary 
to convert the Western Australian Medical Association 
into a branch of the parent body. 


At the next meeting in September, Dr. Waylen in 
absentia) was unanimously elected President, and two 
Fremantle doctors, Anderson and Dermer, who in 1897 
first conceived the idea of forming a medical association, 


_ were admitted as foundation members. 


1 Retiring Sneitents address delivered to the annual general 
meeting of the Western Australian Branch of the Bri tish 
edical Association on March 22, 1958. 


On April 7, 1899, as a result of the correspondence with 
London, rules and by-laws conforming with those of the 
parent association were adopted, and the Western 
Australian Branch was established. 


This is a jubilee year. It is fitting that the son of one 
of the founders should be your new president. Sons of 
other original members belong to the Association. Shortly 
we hope to have at least one grandson as a member. 


On August 6, 1958, sixty years on, the Association will 
hold its first Council meeting in its new premises. The 
Council will be larger than the original membership. The 
total number of ‘members of the Branch now exceeds seven 
hundred. 

At such a time it is well to look back at the past and to 
assess whether the men who founded the Association, with 
its prime object as “the promotion of medical and allied 
sciences and the maintenance of the honour and the 
interests of the profession”, did indeed establish an 
organization which has faithfully heeded these principles. 


Living in an age when the middle class had acquired 


political supremacy; when the British Empire was at its 
mightiest; and when the practice of medicine was profiting 


‘from the exciting researches in the last half of the 


century, our founders could confidently look to the future 
with complacency. The pattern of professional conduct 
was governed by the by-laws of the Association. It was a 
simple, uncomplicated standard, which concerned only the 
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doctor and his patient, and the doctor and his colleagues. 
The medical profession has always maintained that the 
patient’s proper’ welfare and treatment are the prime 
responsibility of the doctor. Although this is the funda- 
mental basis of practice, gradually and insidiously over the 
years extraneous bodies have introduced complications 
into this simple concept. 


The first of these were the Lodges and Friendly Societies. 
These established a form of mutual insurance for their 
members against crippling sickness and a means whereby 
aman could buy medical protection for his family and still 
maintain his sturdy independence. 


The patient had to submit to a preliminary examination 
to determine his fitness before the Lodge would accept him. 
To ensure the stability of the Lodge, there had to be some 
budgeting by their committees and there had to be records 
for their auditors, and so medical certificates became 
necessary. It then became obligatory on the doctor not only 
to treat his patient but to see that the society which 
guaranteed his fees was not bilked by the unscrupulous. 


The first decade of Federation saw the Labour Party 
become a‘ real force in political thought. 

The Scadden Government, which came into power in this 
State in 1911, introduced the Workers’.Compensation Act 


in the following year. This Act obliged the employer to © 


assume responsibility for accidents to his employees during 
working hours. Common sense demanded that the employer 
insure his workers against such injuries. Thus another 
body, the insurance offices, with new certificates and 
another set of rules, became interested in medical practice. 


With the advent of the Repatriation Act, after the 1914- 
1918 war, returned servicemen became eligible to receive 
treatment for certain specified diseases at the expense of 
the Commonwealth Government. This introduced a new 
set of circumstances into the relationships of the doctor 
and the community. 


In 1911 Lloyd George introduced into Britain, through 
the National Insurance Act, a contributory insurance 
scheme which provided that a section of the community 
should have access to treatment without the worries of 
undue financial strain. This led to the establishment of the 
panel system. In 1938, with little warning, the Lyons 
Government decided to introduce a similar scheme into 
Australia. Appalled by panel practice, the whole profession 
in Australia was aroused. The Australian general prac- 
titioner did not wish his practice to become a clearing 
house for the hospitals, leaving to him only those minor 


sick needing a bottle of medicine and a certificate. The: 


profession did not oppose a national insurance scheme, but 
felt that the form of administration could lead only to a 
lowering of medical standards. It was feared that 
participation in such a plan would limit the doctor’s right 
to treat his patient in the manner which was customary 
at that time. The Act was almost a fait accompli. The 
Federal Council was then a body somewhat remote from 
the rank and file of the profession. It was about to 
acquiesce to the Government proposals when a suggestion 


' from the Western Australian Branch was adopted. An 


Extraordinary Committee consisting of the Federal Council 
and two general practitioners from each State was formed. 


This Committee, being much more representative of 
the whole profession, became the negotiating body. It 
persuaded the Government that the introduction of such 
a scheme would not be to thé patient’s interest, and would 
arouse the hostility of the doctors, who were opposed to 
the introduction of;yet another party between them and 
their patients. The project was abandoned. 

On September 28, 1946, a referendum was held, and the 
nation gave the Commonwealth the power to: 

Provide maternity allowances, widows’ pensions, child 


endowment, unemployment, pharmaceutical, sickness 
and hospital benefits, medical and dental services, (but 


We resisted the introduction of any compelling legisla- 


‘tion, such as a hard and fast method of prescribing, which 


could only limit our freedom and put an unnatural bar 
between us and our patients. 


The profession stood firm, and a change of Government 
saw the abandonment of the scheme. The party which 
introduced this legislation will return to office some day, 
and there is no doubt that it will press for a reintroduction 
of this or a closely related health plan based on Govern- 
ment control. : 

The new Government introduced the Pensioner Medical 
Service, which the profession accepted on a “fee for 
service” payment at concessional rates. There is no doubt 
that this service has meant much to those citizens who 
have played their part in the building of this country and 
who, for various reasons, find in their later years that they 
are unable to support themselves without aid. 


In 1953, with the cooperation of the profession, a 
Government-subsidized National Health Scheme was intro- 
duced. A man may now insure himself and his family 
against the hardship of illness through the Friendly 
Societies. This scheme has minor faults, but these will, 
no doubt, be lessened when the teething troubles are over- 
come. Apart from the financial security it offers, there is 
no compulsion on either the patient or his medical adviser. 
Primarily a general practitioner scheme, it also eases the 
burden of specialist treatment. 


These new schemes have further complicated medical 
practice. There are more certificates to be signed and 
more rules to be observed. | 

Lastly, there has been the compulsory third party 
insurance of motor vehicles. The impact of this has not as 
yet been fully felt by the profession, except that there has 
been an increase in clerical work and certification, with 
more frequent appearances of practitioners as expert 
witnesses in the courts which ultimately decide culpability. 


This recapitulation of what is now history may seem to 
be unnecessary to some, but when you consider the number 
of new graduates since that time and the influx of overseas 
practitioners in the last few years, I think you will all 
realize that such history is by no means common 
knowledge and must affect our future thinking when 
extensions or changes to the present scheme are proposed. 


The trend is seen throughout the whole of the last fifty 
years of the patient gradually being covered by some form 
of insurance for most of the conditions which he might 
meet in his lifetime. There are no basic changes in the 
doctor-patient relationship, but at almost every consulta- 
tion a third party has been introduced. Sometimes it is an 
insurance company, sometimes a friendly society, some- 
times the Government, and it is the relationships with 
these third parties which must bear some examination, 
The true doctor-patient relationship is one of trust and 


‘fidelity. The confessions in the surgery are still con- 


fessions. The doctor must do his medical best for the 
patient, treat him sympathetically, and return him to his 
work and family in renewed health and without disability 


“as soon as possible. The doctor must still bé willing to 


not so as to authorise any form of civil conscription), ° 


benefits to students and family allowances. 
Two years later, as the first step to a socialized medical 
service, Parliament introduced the Pharmaceutical Benefits 
Act. 


forgo the treatment of a case which is beyond his own 
competence. These have been the ethics of the profession 
for many years, and have been the basis of satisfactory 
relations between the doctor and his patient. 


It is when the patient or the doctor comes to deal with 
the third party that these schemes, however well conceived, 
can cause embarrassment. Unfortunately for the doctor- 
patient relation, third parties have to be considered. To be 
efficient in budgeting and administration they need the 
cooperation of the medical profession, and to exist they 
must have the support ofthe patients. I think-we would 
all concede that if there exists the opportunity for a man 
to insure against catastrophic illness, he should be 
encouraged to do 

The British Medical Association has maintained through 
all its negotiations with governments that the control of 
the profession should be by the profession. A number of 
bodies have been established to mediate in disputes 
between doctors and third parties. Both doctors and 
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insurance companies can refer their disputes to a joint 
committee of members elected by the B.M.A. and mem- 
bers elected by the Underwriters’ Association. The Fees 
Advisory Committee, to which the Friendly Societies may 
refer disputes, consists wholly of members appointed by 
the British Medical Association Council. The Common- 
wealth Government appoints a medical services Committee 
of Enquiry, which is a statutory body. It consists of the 
Commonwealth Director of Health and four members 
chosen by the Commonwealth from a panel submitted by 
the Association. This body inquires into matters con- 
cerning the Pensioner Medical Service and Pharmaceutical 
Benefits. 

By these committees the regulation of the profession is 
in the hands of its own members. 

To conduct their business, the third parties have, with 
the cooperation of the profession, drawn up rules which 
demand amongst other things increased certification. This 
increase in clerical work has eaten into the precious time 
of the already busy practitioner. Difficulties arise from 
time to time between the doctor and the third party. Such 
difficulties are usually charges of over-visiting, the indis- 
criminate use of expensive drugs and the itemization of 
accounts in such a form that the insuring parties feel that 
they are being over-charged. 


The introduction of these third parties has indirectly 
caused occasional ill-feeling between members of the 
Association. The main difficulty usually lies in the 
relationship of the consultant and the patient’s doctor. 
The niceties of medical conduct have sometimes been 
ignored. The commonest grievance is the acceptance by a 
consultant of a case without the knowledge of the 
attending practitioner, and certification by the consultant 
without informing the original medical attendant. In other 
cases general practitioners have resisted the employment 
of the consultant, and when finally consenting have 
neglected to furnish him with the particulars of the case. 
Any slackness in medical etiquette can mean only a 
deterioration of professional relationships and a _ dis- 
satisfied patient. From time to time the Association has 
pointed out the correct usage in these proceedings. How- 
ever, misunderstandings still seem to occur because one 
of the parties has not settled in his own mind the difference 
between a proper consultation concerning the treatment of 
a patient and the examination of a patient on behalf of 
the third party. 

With the introduction of the third party, the doctor has 
now to serve both the patient and the society. This new 
role, which is becoming an increasingly onerous one in 
medical practice, is an entirely new development. Most 
times the doctor inclines toward his patient, whom he 
knows and likes, and is oft-times biased against the 
inanimate body which “pays the piper”. Herein lies a real 
and genuine complaint by the insuring bodies. The preser- 
vation of our integrity necessitates a nice judicial balance 
to which few of us have been trained. It is here that the 
opinion of your fellows can be sought. Tue Council of 
your Association consists of members from various parts 
of the profession, and with this body of opinion the whole 
question can usually be settled on the principle of what is 
fair and right rather than what is the letter of the law. 


Disputes between doctors and insuring bodies, between 
doctors and the Commonwealth Department of Health, and 
between patient and doctor can only lead to a breakdown 
in our public relations. Arguments between the doctor and 
the third party are not privy to two individuals, but are 
known to many because of: the very structure of the 
administration of the third parties. 

Your Council believes that accord between you and your 
patients, and between you and the third parties, is the 
most potent of all public relationships. 

An Irish patriot in 1790 said: 

The condition on which God has given liberty to man 
is eternal vigilance, which condition, if he break, ser- 
vitude is at once the consequence of his crime and the 
punishment of his guilt. 

IE should suggest not only vigilance in contradicting 
publicly the attacks made upon us but vigilance in 


assuring that our own conduct is impeccable. Unbiased 
personal assessment is perhaps the most difficult of the 
arts to acquire. It appears to have become increasingly 
difficult in the latter years, when rising costs, high taxation 
and the comparative devaluation of income together with 
the increase of medical work have made all our lives more 
complicated. Obviously, iess time can be given to the quiet 
contemplation enjoyed by our older colleagues, who lived 
before the blaring of motor horns had obliterated the quiet 
clip-clop of the horse and buggy. 

Universities teach young men their science. The new 
graduate can deal efficiently with a “transverse lie’, do a 
reasonably accurate blood count and investigate and oft- 
times treat a serious illness; but it appears that he has to 
find out by bitter experience the complexities of modern 
,»practice—complexities which have little bearing on either 
"the science or the art of the practice of medicine. In all 
good faith he often offends against the established custom 
of the profession. 

It is the Association’s duties to bring these complexities 
to the notice of the new graduate, Hitherto the Association 
has done little to help these people. Its monthly meetings 
have been swamped by lectures in high-powered medicine, 
mainly by visiting men. In fact the plethora of lectures 
has tired the profession. and few members attend 
Association meetings, preferring to attend their own 
college gatherings. This neglect of the Association is bad. 
Though times are difficult, the general body of the 
profession shows an apathy towards the conduct of the 


-Association—such an apathy that this year not enough 


nominations were received to necessitate an election of 
ordinary members of Council. One meeting called to 
discuss important changes in the by-laws was attended by 
only nine members, and six of those were members of 
Council. 

Council must not interpret this lack of interest as 
indicating that all its decisions are right, but must con- 
sider whether it is so uninspiring that the general body of 
members has become bored. The profession must decide 
whether it has lost the enthusiasm which bound it together 
in the days of crisis. Members must see more of one 
another. Will this apathy lead to a divided profession when 
next we are threatened? When men cease to meet and 
exchange ideas, when the body of the profession ceases to 
speak out and express its views, then the Association is 
doomed, and its members are defenceless. 


A great opportunity now lies with the Association. 
Graduates have now to do a compulsory year of internship 
before registration. In this year the young man must be 
helped to see the realities and reasons for ethical relation- 
ship between himself and his colleagues. In this year he 
can be taught the rules governing his conduct with third 
parties, he can be taught the human side of medicine, not 
psychiatry, but patient-doctor rapprochement, which will 
help in his future relationships in the ever-changing and 

complex society in which he will practise. During this year 

I think that a series of lectures on this facet of medical 
practice (even as part of the University curriculum) could 
be delivered by experienced members of the practising 
medical profession. To spend a portion of the time with 
selected general practitioners would help tremendously, 
but the formal presentation of difficulties and their solution 
on a wider basis than haphazard individual tuition would, 
I think, do more for these young men. 


The problem is to try to reconcile the virtues of the old 
ethics with the new order. I would commend to you all 
the inaugural address of the President of the Queensland 
Branch, published in THE MEDICAL JOURNAL OF AUSTRALIA 
on February 1, 1958, which I received after writing most of 
this. He says all the things I have been attempting to 
say in a much more worthy and scholarly manner. That 
this theme should have been taken by two people separated 
so widely in Australia indicates that the problem is not 
local but general, and that more than one Branch is 
worried by the changing pattern of medicine. There were 
many good things in the past which should be preserved. 
There are many good things in modern practice. The good 
things are reconcilable. The third parties as well as our 
patients must be treated honourably. 
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Through our history we have alwaysgmaintained our 
liberty and have always insisted that discipline of the 
medical profession must be in the hands of the profession, 
and we have achieved this. If we continue to be firm in 
principles, if we maintain our personal integrity, and if 
we do not bow to political expediency, no power can order 
us into any course inimical to our patients’ interests or our 
professional honour. If we preserve these virtues, we may 
truly claim that we have maintained not only the interests 
of our profession but its honour—the first precept of our 
Association. 


THE CHEMOTHERAPY OF TUBERCULOSIS IN 
INFANTS: AN EIGHT YEAR FOLLOW-UP. 


By R. Munro Forp, 
Adelaide. 


Prior to the discovery of streptomycin, patients infected 
with tuberculosis were forced to rely almost entirely on 
their own natural resistance in order to survive. This 
drug, however, together with several others since dis- 
covered, has not only nearly always been able to prevent 
spread of tuberculosis, but if used judiciously has appeared 
able to prevent relapse of the disease in a high proportion 
of patients. 


Some of the most Ornsaatic scat: from the use of 


these antituberculosis agents were obtained in the treat- - 


ment of childhood tuberculosis of the miliary or meningeal 
types, which prior to the availability of these drugs were 
almost invariably fatal. 


It appeared, however, that the course of the primary 
tuberculous complex, particularly in childhood, was often 
uninfluenced by the use of these antituberculosis agents. 
In fact, many physicians opposed the use of specific chemo- 
therapy for such disease, on the grounds that it pursued 
a steady and favourable course towards gradual resolution 
or healing in a high percentage of cases without any such 
treatment. It was argued that these valuable drugs should 
be reserved for the acute. disseminating complications of 
tuberculosis. Such an argument was even more insistent 
when only streptomycin was available, and the possibility 
of the development of drug resistance to that agent was 
realized. Every tuberculosis physician thus found himself 
faced with the paradox that on the one hand drugs were 
available which were known to be effective against tuber- 
culous infection, and on the other hand it was necessary 
for him to prove the actual need for their use in primary 
childhood disease. 


‘The fate of children under the age of two years who 
were found to have pusitive Mantoux reactions while in- 
patients at the Adelaide Children’s Hospital in the five 
years prior to 1947, was reviewed in Adelaide by Rischbieth 
(1948). He found that, during a follow-up period of five 
years, 35%, had died of tuberculosis, 31% had developed 
bone and joint complications and only 26% remained well 
at the end of that time. These figures supported those of 
other workers throughout the world (Jaccotett and Nicod, 
1946;. Brailey, 1936; Halpin, 1946; Wallgren, 1941, 1948) 
' who showed that in very small infants miliary and menin- 
‘geal tuberculosis frequently complicated the primary infec- 
_,tion and almost invariably resulted in death. In an attempt 
.to, prevent the occurrence of these complications, com- 
mencing in 1947 streptomycin was administered to all 
| Mantoux-positive children in the Adelaide Children’s 
| Hospital aged under two. years. Streptomycin was given 
: for. approximately six weeks in each case, and the dose 
. averaged 0-5 gramme a: day. Some infants had simply 
» become Mantoux-positive, but others in addition had radio- 
flegical and: bacteriological evidence of active tuberculosis. 


'°A “reyiew by Rischbieth in 1949 of the results of this 
‘4%eatment in 21 children suggested that streptomycin 


materially edad the ‘incidence of serious complications 
, of tuberculosis and also the chances of its early relapse. 


The Present Investigation. 


This paper analyses the long-term results of the chemo- 
therapy of Mantoux-positive children aged under three 
years, who were in-patients at the Adelaide Children’s 
Hospital between 1947 and 1950, including the group 
analysed by Rischbieth in 1949. The material was obtained 
mainly by routine Mantoux tests (1:1000) .carried out on 
every child admitted to the hospital. Some of these infants 
showed no evidence of tuberculosis other than a simple 
positive response to the Mantoux test. Others showed 
additional evidence of the disease in the form of enlarged 
hilar lymph glands, pulmonary infiltration, or extrapul- 
monary manifestations such as phlyctenular conjunctivitis. 
However, all infants treated could be regarded as suffering 
from a tuberculous infection of relatively recent origin. 

Forty children received chemotherapy; 34 received 
streptomycin alone (averaging 0-5 gramme a day in four 
divided doses), and five also received PAS mixture 


‘(averaging 2:0 grammes a day in four divided doses). 


The duration of therapy averaged six weeks. 

All but three patients, who could not be traced, were 
assessed for evidence of complications or relapse during 
a minimum period of eight years following cessation of 
the above-mentioned treatment. Details of their disease 
and the follow-up results are seen in Table I. 

Some interesting features in the analysis of these figures 
are as follows. 


Contacts. 


In 37 out of 40 cases the source of infection was found 
to be in the family, mostly either the mother or the 
father. This finding may be of some assistance in diag- 
nosing tuberculosis in the case of a Mantoux-negative 
nfant. 

Symptoms. 
Few infants with a simple positive Mantoux response 


‘only showed any of the clinical symptoms of tuberculosis; 


this emphasizes the value of Mantoux testing of infant 
contacts. Severe symptoms were sometimes very distressing 
in infants with collapsed pulmonary segments. 


Bacteriological Findings. 


Tubercle bacilli were found in the gastric washings of 
one patient with no evidence of disease other than a positive 
Mantoux response. Of 18 patients with lung involvement 
or segmental collapse, nine had positive bacteriological 
findings. — 


Erythrocyte Sedimentation Rate. 


The erythrocyte sedimentation rate tended to be con- 
sistently higher in the children with symptoms. Nearly 
half the children who were considered to have been recently 
infected with tubercuiosis had normal erythrocyte sedi- 
mentation rates. This, demonstrates the unreliability of 
the test as a diagnostic aid in this disease. 


Progress. 


- There were no serious toxic side effects from strepto- 
mycin, and no patient deteriorated or developed compli- 
cations during ireatment. In practically all cases, even 
after six weeks, symptoms had disappeared and X-ray 
findings had either improved or remained static. 


Follow-up Investigation. 


Infants were reviewed at approximately one month 
after discharge from hospital and at intervals after that. 
All except three, of whom all trace was lost, were assessed 
in 1957, a minimum of eight years after completion of 
their chemotherapy. The results were as follows. 


Group with Positive Mantoux Test Only.—One patient 
could not be traced at the end of eight years. Of those 
assessed, all were well, and none had developed any 
evidence of -active tuberculosis since treatment. This 
suggested a 100% prevention of relapse or complications 
when chemotherapy was given to infants with a positive 
Mantoux response but with no other signs of definite 


_ tuberculous disease. 
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TABLE I. 
Raised Treatment. Follow-Up (8 to 10 Years): 
Number Contact. Erythro- | Positive Complications or Relapse. 
Type of Disease. Patients, 8 tor 
ms. 
: ies mentation Findings. Strepto- | Strepto- Not 
Family. ? Rate. mycin. = and} Nil. Yes. Traced. 
Positive Mantoux response 
only 14 1 1 13 1 13 1 
Plus hilar enlargement only 7 6 1 6, 1 6 1 5 2 - 
Plus lung involvement .. 18 16 1 13 12 9 15 3 13 3 2 
Plus extrapulmonary dis- 
Total .. oe 40 37 2 19 24 11 35 5 32 5 8 


Group with Enlarged Hilar Glands.—One patient 
developed cervical adenitis two years after treatment, and 
one developed tuberculous meningitis after eight months. 


Segmental or Lung Involvement Group.—Two of these 
patients could not be traced, but three developed later 
complications of their disease; one developed meningitis 
after four years, one developed tuberculosis of a hip after 
two years, and one developed localized bronchiectasis, a 
lobectomy being successfully performed three years after 
her original treatment. 


Comment.—To review the follow-up results as a whole: 


during a period of eight years after chemotherapy there 
were no deaths; of the 37 patieuts traced, five had relapsed 
or developed complications, one having contracted cervical 
adenitis. All patients who had been treated for simple 
Mantoux conversion only, remained well over this pericd 
of time. 

‘Discussion. 


The treatment of primary tuberculosis in children has 
long been a subject for considerable differences of opinion 
(Bentley et alii, 1954; Lincoln, 1954; Miller, 1952; Debre, 
1956; Waring, 1954; Robinson and Meyer, 1956). Even 
today some pediatricians hold that most children who 
develop a primary tuberculous complex do not require 
therapy with antituberculosis agents, as their disease 
shows a natural tendency towards healing. With infants, 
however, opinion is less sharply divided, and it is now 
becoming generally accepted that all children aged less 
than two years who have been infected with tuberculosis 
should receive chemotherapy in order to prevent such 
serious complications of the disease as meningitis or bone 
and joint involvement. 


During the years 1947-1950, however, there was no 
general agreement on the treatment of infected children 
in this age group; in fact, the decision to give preventive 
antituberculosis chemotherapy to all positive Mantoux 
reactors aged under three years at the Adelaide Children’s 
Hospital at the time aroused considerable criticism. In 
the light of this, it is therefore interesting to observe 
the long-term results of simply giving a short, rather 
inadequate course of chemotherapy to all such infants 
in an effort to prevent the complications and subsequent 
relapse of their tuberculous disease. 


Figures for a similar group of children aged under two 
years during the five-year period prior to the introduction 
of streptomycin showed that 66% either died of tuber- 
culosis or developed serious complications of the disease. 


During an eight to ten year follow-up of the 40 children 
who received chemotherapy in this trial, it was found 
that, of the 37 patients traced, none had died and only 


. five had developed any complications or relapse of their 


tuberculosis, figures which are startlingly better than those 
recorded in the pre-chemotherapy era during a five-year 
period only. | 


The particular age group under consideration here is 
a little different from the pre-chemotherapy group, as it 
included six children who were over two years old. How- 
ever, if these are excluded, the complication and relapse 


rate during this eight to ten year period was four out of 


- 31—-results which are approximately the same. Of those 


infants who showed no other evidence of tuberculosis other 
than a positive Mantoux reaction, none developed com- 
plications or relapse during an eight to ten year follow-up 
period. In the pre-chemotherapy era, most investigators 
(Wallgren, 1941; Lincoln, 1951; Asserson, 1927; Myers 
and. Kernkamp, 1930) found that infants with simple 
Mantoux conversion alone showed a relatively high 
incidence of complications or relapse, either soon after 
this test or during the following five years. Their figures 
have ranged from 24% to 63% complication and relapse 
rates and also 8% to 25% mortality rates. 


It can thus be seen from this small series of cases 
that even a short course of streptomycin, or of streptomycin 
plus PAS, apparently assisted significantly in warding off 
serious complications or subsequent relapse of tuberculosis 
over an eight to ten year period following its apparent 
arrest. By present-day standards this treatment—that is, 
an average of 0°5 gramme of streptomycin per day for six 
weeks—is regarded as most inadequate. It could therefore 
be assumed that perhaps the more intensive treatment of 
infected infants would give rise to an even better long- 
present experience seems to suggest that 
this is so. 


In considering the role of chemotherapy in the treatment 
of childhood tuberculosis, it must be realized that the 
whole concept of the treatment of this disease is gradually 
changing. Now, instead of the simple use of chemotherapy 
to attempt arrest of the tuberculous process and to prevent 
complications, an additional aim,of treatment should be 
to kill if possible, by a direct frontal attack, all tubercle 
bacilli in the body. If this can be achieved, it is reasonable 
to assume that not only will complications be minimized, 
but the chances of subsequent relapse should be practically 
eliminated. 


Unfortunately the literature still contains a multiplicity 
of statements endeavouring to emphasize the unavoidably 
grim future of the tuberculous patient. One of these is 
that tuberculosis by nature is a chronic disease, and that 
the object of therapy is not its eradication, but the achieve- 
ment of bacteriostasis sufficient to supplement the patient’s 
natural resistance. In addition, many authorities empha- 
size that there is no drug available which can kill tubercle 
bacilli, and that if treatment is instituted, particularly in 
children, then one potent antimicrobial agent, such as 
streptomycin or INH, should be ‘reserved for later possible 
complications of the disease. Again, single-drug therapy 
(in particular with INH) is still advocated by some 
prominent physicians. 


The answer to these statements surely is that if tuber- 
culosis is to be treated at all, then the best weapons 
available should be used in every case, as it is too tenacious 
a disease to be handled with half measures. When chemo- 
therapy is employed, dosage must be adequate at least to 
permit bactericidal concentrations of the drugs. The 
agents used must be specific against the particular tubercle 
bacilli—drug resistance studies must be taken into con- 
sideration. As chemotherapy is effective only against 
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multiplying tubercle bacilli, it must be employed as early 


as possible after the patient has been infected, and 
particularly when the disease is in an acute stage. Finally, 
this treatment must be given for long enough to achieve 
one of the prime purposes for which it is given—namely, 
eradication of all tubercle bacilli. Whenever it appears 
that any particular regime of treatment is not achieving 
its purpose, then it must be changed. 


These principles may be regarded as theoretical; but at 
least they provide a basis for some hope of success in 
the treatment of practically every patient. Tuberculosis 
can be made a very chronic disease indeed by inadequate 
initial treatment, which permits the development of drug 
resistance, encourages fibrosis and at best merely holds 
tubercle bacilli in check, enabling them to become 
reactivated at a later date after chemotherapy has perhaps 
been withdrawn. 


With regard to single-drug therapy, it seems that. lessons 
will never be learnt. Inherent INH drug-resistant organisms 
will continue to thrive on INH alone. Also, if any fibrous 
or caseous foci containing tubercle bacilli exist, then the 
poorer concentrations of INH in these areas will encourage 
drug-sensitive organisms to become drug-resistant. 
Strangely enough, intensive multiple chemotherapy is 
advocated for miliary tuberculosis by the same physicians 
who apparently believe that treatment with INH alone 
will do for minimal caseous foci. Actually, the acute nature 
of miliary disease makes it far more likely to respond to 
treatment with INH alone than the chronic tenacious 
nature of caseous minimal disease, apart from any con- 
sideration of the development of drug resistance. Such 
minimal foci can erupt into terrible complications if INH- 
resistant organisms are present; several cases of tuber- 
culous meningitis developing during INH therapy have 
already been reported. 

It is not surprising that initial INH-resistant infections 
are becoming more frequent—Allen (1957) has quoted up 
to 10% in his series of children—and this fact in itself 
must make suspect therapy with INH alone. In most 
infants with primary foci or simple Mantoux conversion 
there is no accurate way of telling whether drug-resistant 
tubercle bacilli are present or not, as they cannot be 
isolated. Therefore, in these cases multiple drug therapy 
should be employed throughout treatment. 

The only possible arguments which can be advanced in 
favour of inadequate or single-drug therapy are avoidance 
of toxicity and ease of administration. With proper super- 
vision, toxic side effects, even when large doses or drugs 
are used, can be reduced to virtually nil, and ease of 
administration, or rather expediency, should not be a 
factor in denying a child the right to. be rid of his tuber- 
culous disease. 


In this paper the question of treating the older child 
has not been considered. Although tuberculosis in these 
circumstances tends to be a self-limiting disease, compli- 
cations are still relatively frequent—Lincoln (1951) quotes 
a mortality rate of 14% in children between the ages of 
five and nine years—and subsequent relapse in adolescence 
also occurs in a considerable percentage of patients. Debre 
(1956) has shown a relapse rate of 5% between the ages 
of 15 and 20 years in adolescents who had primary disease 
in childhood. This suggests that, if for no other reason 
than the prevention of subsequent relapse in adolescence, 
adequate (if possible bactericidal) chemotherapy should’ be 
employed also for older children who have been recently 
infected with tuberculosis. The words of Waring (1954) 
also seem appropriate at this stage—namely, “that every 
= prevented may prevent a multitude of people being 
nfected” 


The evidence which is now coming to hand suggests 
that all active tuberculous disease should be treated with 
chemotherapy, and that this active disease should include 


recent Mantoux conversion, particularly in infants. The © 


main aim of treatment should be to eradicate live tubercle 
bacilli completely, thereby preventing not only complica- 
tions, but also reactivation of disease in later life. . 

If all patients infected with tuberculosis are individually 
viewed in this light, the future for them must surely hold 
considerably more promise than if all are regarded as 


chronic sufferers without hope of achieving a permanent 
cure of their disease. 
Summary. 


1. The long-term (eight to ten years) fate of 40 Mantoux- 
positive infants, aged under three years, who were given 
antituberculosis chemotherapy for six weeks, has been 
analysed. 

2. Results have shown that such treatment appears to 
reduce the incidence of complications to the disease and 
its subsequent relapse in later life, at least before adoles- 
cence is attained. 

8. Childhood tuberculosis has been discussed, and a plea 
has been made for the treatment of all recently infected 
children with a chemotherapy regime which is effective 
not only in preventing complications, but also in eatexemnnes 
subsequent relapse of their disease. 
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PULMONARY TUBERCULOSIS IN A RURAL AREA OF 
JAVA AND ITS TREATMENT WITH INH ALONE. 


By K. V. Baty, 
Public Hospital, Subang, West Java. 


IN thé United States of America the incidence of cases 
of pulmonary tuberculosis has been estimated at about 1% 
of the population, of which about one tenth are as yet . 

untraced. In the rural areas of Indonesia the proportion 
of traced to untraced cases is perhaps nearly reversed, 
that is one to 10. In the regency of Purwakarta, situated 
between Bandung and the north coast of West Java, there 
is a rural hospital at Subang serving a population of some 
700,000 persons. Of these a portion estimated at not more 
than 200,000 are catered for bys a large plantation with its 
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own hospital and. three doctors, who treat plantation 
workers and their families and also private patients. The 
remainder are served by the regency hospital in Subang 
and by a network of polyclinics, each with a trained 
Indonesian medical assistant (“mantri” or “perawat”) in 
charge and with several assistants. There is a polyclinic 
in each “ketjamatan” or district, serving an average 
population of about 60,000 persons. 


If the incidence of tuberculosis is (say) 1% in this 
area, some 5000 tuberculous patients should be known. 
There are no comprehensive registers or lists, but the 
estimate of currently known cases is only about 500. Thus 
the tuberculosis campaign requires, in the first place, 
thorough, widespread search for all cases of pulmonary 
tuberculosis and especially for “open” cases; and secondly, 
effective management of the known cases, at least until 
the sputum becomes free of tubercle bacilli, and until 
there is domiciliary supervision to minimize the spread of 
infection to contacts. The finding of cases is the most 
urgent concern, and in the virtual absence of personnel 
specially assigned to this work and of X-ray facilities for 

e whole area the resources of the rural hospital and 

lyclinics must be effectively organized and exploited to 
the full. 

The living conditions of the people in this area are far 
from satisfactory. Homes are often small, crowded and 
dark, without windows or flooring; the water supply is 
contaminated, and there is no effective sanitation. Food 
supply is chiefly low in protein and vitamin A, consisting 
basically for the majority of rice, with only small supple- 
ments of vegetable or fish and sometimes fruit. The cost 
of treatment and of transport, and the distance patients 
may have to walk (in remote areas perhaps up to 10 miles, 


but usually only two to four miles) cause many patients. 


to fail to report regularly for treatment. All patients have 
to have ambulant therapy because of the — complete 
absence of sanatoria. 

This report serves to illustrate the sindtindin for the 
rural practitioner and to make some suggestions for 
effective utilization of available resources for a 
tuberculosis-control programme; and, incidental to that, 
to examine the experimental and clinical aspects of 
ambulant therapy with INH (isoniazid) alone in cases of 
pulmonary tuberculosis. The report deals, first, with the 
problems at the regency hospital level, and secondly, with 
the possibilities for a campaign covering the whole region. 
It was prepared for the third National Tuberculosis 
Conference held by the Indonesian Health Ministry, at 
Lawang, East Java, August 26 to 30, 1957, and reflects the 
position of the general practitioner rather than the 
specialist in tuberculosis. 


Hospital Treatment of Pulmonary Tuberculosis. 


From September, 1955, to March, 1957, some 250 patients 
have been diagnosed as tuberculous, but amongst them 
there are some who moved to another region or who were 
managed from the tuberculosis centres in Bandung or 
Purwakarta (40 miles distant) or by the private prac- 
titioners mentioned; children and patients with tubercular 
lymph glands, etc. were not included in the present series. 
The residue comprises 100 adults with pulmonary 
tuberculosis, uncomplicated except for four patients with 
exudative pleurisy. Ambulant treatment has been almost 
the rule, because the regency hospital, formerly a Chinese 
store, is dark and crowded; there are only 50 to 70 beds, 
and isolation of infectious patients is impossible. Further- 
more, the incidence of pulmonary tuberculosis amongst 
hospital staff is already 10%. 

Almost all cases have been bacteriologically confirmed by 
direct microscopic examination (the staining of sputum 
with Ziehl-Neelsen’s carbolfuchsin) or by culture of sputum 
or by laryngeal swab. X-ray examination of patients in 


- most instances has been by screening only, by favour of 


the doctors at the neighbouring plantation hospital; when 
in doubt, skiagrams have been taken. The monthly routine 
visits include clinical examination and weighing of the 
patients, microscopic examination of sputum and estima- 
tion of ‘Westergren sedimentation rate; fluoroscopic 


examination is repeated from time to time, every three 
months when possible. It should be noted that with a 
daily attendance of 100 to 200 out-patients all examinations 
are.at times cursory and are rarely complete. For this 
reason and because of the small number of cases, no strict 
statistical assessment of the present material is possible. 


From the point of view of organization, the importance 
of compiling a. tuberculosis register cannot be over 
stressed, in which proven cases and suspect cases awaiting 
bacteriological proof can be recorded. The history cards of 
these patients are filed separately. The results can be 
summarized as in Table I, from which it can be seen that 
47 patients’ did not return for examination frequently 
enough for their progress to be followed, 44 patients pro- 
gressed favourably and nine patients made unsatisfactory 
progress. A good result was obtained in about 80% of 
those who returned regularly. 


TABLE I. 
Response to Different Types of Treatment. 
Results Trea 
umber 
Group. Therapy. of 
Patients. In- Continued 
Good. | adequate. | Regularly. 
I INH alone 
(primary) ee 30 10 2 18 
Il Combined 
(primary) ee 48 20 5 23 
Illa | INH alone (main- 
tenance) follow- 
combined . 12 7 1 4 
IIIb | INH alone (main- 
tenance) follow- 
ing primary wit 
alone (11) (11) —_ 
IV Combined (main- 
ce) 10 7 1 2 
Total .. oa 100 44 9 47 


Therapy with INH Alone. 


Following the advice of Dr. K. O. Jensen, senior medical 
officer of the World Health Organization, at the Bandung 
Tuberculosis Centre INH alone was the basic regime of 
treatment for some of the patients. This was proposed 
because it is believed to be an economical method of 
obtaining good results from the public health point of view 
in under-developed countries. An 80% sputum-conversion 
within six months has been deemed a satisfactory result 
from this point of view. It. is admitted that this regime 
may be suboptimal, but it is claimed that, by extending 
the application of this method, a greater number of 
sources of infection in the community can be controlled 
than by more meticulous attention to a smaller number 
of patients in sanatoria, etc. Furthermore, the debate is 
still open as to whether therapy with INH alone is indeed 
inferior for the patient as an individual. 


It is unWersally recognized that with the use of INH 
alone bacterial resistance to INH quickly develops, as 
estimated in vitro on Loewenstein medium. The develop- 
ment of resistance is postponed or prevented by the use 
of multiple drug (combined) therapy. Yet it has been 
found that bacilli obtained from patients who have had 
prolonged chemotherapy are more difficult to cultivate 
(Strandgaard, 1955). The correlation between the bacterio- 
logical findings and the results of infecting laboratory 
animals. with these bacilli is poor; and likewise the corre- 
lation of these findings with the clinical progress of the 
patients. The persistence of bacilli in the sputum was not 
found to depend on the particular combination of 
tuberculostatics used or on their sensitivity, as measured 
in the laboratory. It is also appreciated nowadays that 
over long periods the end-result in tuberculous disease 
bears no simple relationship to the initial morphological 
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features of the disease process (Alling et alii, 1955). 


Szasz (1955) has emphasized that it is the biological - 


response of the host to the parasite which is still all- 
important, and the morphological and _ bacteriological 
findings often do not indicate the nature of the biological 
response. They must be placed alongside serological con- 
siderations, such as the response to old tuberculin and 
the general clinical condition of.the patient. It is the 
nature of this response which determines the course of 
the disease and which itself is so difficult to predict or 
assess. It is a dynamic not a static phenomenon. The 
. results of the regime of treatment should also be assessed 
biologically, rather than by a narrow bacteriological or 
morphological assessment. 


What, then, are the clinical, biological and epidemio- 
logical significances of INH-resistant bacilli as reported 
from the laboratory? In guinea-pigs it is now well known 
that pathogenicity is decreased roughly in proportion as 
the catalase activity of the bacilli is decreased (Middle- 
brook, 1956). What is the significance of this finding for 
the human patient? This question can be answered only 
by consideration of clinical trials with INH alone. 


In miliary and meningitic tuberculosis, INH alone has 
been found to be unexpectedly effective; in contrast to 
patients treated only with streptomycin, these patients 
rarely relapse (Clark -et alii, 1952). In pulmonary tuber- 
culosis the position is not so clear. 


Oestreicher et alii (1955) have reported extensive trials 
with INH alone and followed the “hard core” of 45 patients 
whose sputum remained “positive” with INH-resistant 
bacilli throughout six to 24 months of ambulant therapy. 
Under these circumstances one would expect general 
deterioration. Yet clinical progress was good in most 
patients, and a careful assessment of changes recorded 
radiographically showed that the expected bronchial spread 
and extension into adjacent lung tissue did not seem to 
occur, except as passing bronchitic episodes in a few 
patients, leaving no permanent, extension of the disease 
process. They conclude that “in general therefore it may 
be suggested that INH in adequate dosage achieves 
physiological imprisonment of tubercle bacilli .. . INH 
attacks the susceptible parasite while the host starves the 
drug-resistant mutant”. 


It is known that in guinea-pigs and in man INH-resistant 
bacilli can multiply freely in open pulmonary cavities even 
while INH therapy is maintained, but it.seems that in vivo 
their harmful effects outside this prison are few. Further, 
“if continuing multiplication of tubercle bacilli in vivo 
cannot be avoided, let such organisms, at the very least, 
be highly resistant to the direct antibacterial effects of 
INH, i.e. ‘catalase negative’. Furthermore, let their 
presence not interfere with appropriate surgical efforts to 
close or remove cavities in which these organisms multiply” 
(Oestreicher et alii, 1955). 


From the patient’s point of view, such steps may be of 
value in averting the bronchitic episodes neted and the 
occasional ill-effects of enlarging cavities. The catas- 
trophes, which might well have been expected in this 
group of patients, such as laryngitis, enteritis. meningitis 
or miliary tuberculosis, as well'as bronchial dissemination, 
did not occur. From the public health viewpoint, disposal 
of cavities may be necessary, for as long as these remain 
relapses may occur and INH-resistant bacilli may be 
disseminated. Yet if the dose of INH exceeds eight milli- 
grammes per kilogram of body weight daily, only catalase- 
negative organisms are found, the epidemiological 
importance of which-is not yet clear. 


From the relatively good results obtained by Oestreicher 
and also obtainable in Subang as reported here, it seems 
reasonable to conclude, at least, that there is a substantial 
reduction in pathogenicity for the patient as long as he 
maintains INH therapy. , 


Results of Treatment in Subang. 


As indicated in Table I, the patients have been grouped 
according to those on (a) primary therapy with INH alone 
(Group I) or combined primary therapy (Group II); (0) 


maintenance therapy with INH alone (Group III) or 
combined maintenance therapy (Group IV). Patients 
maintained on INH alone (Group III) -consist of those 
initially treated with a combined therapy (Group IIIa) 
and those initially treated with INH alone (Group IIIb): 
the later group represents patients already included in 
Group I who are therefore not included in the total, 


‘whereas the former are nearly all patients who had been 


attending the hospital for some months or years and had 
generally been treated with streptomycin and PAS before 
the present regime was instituted. Rarely was cause 
found to revert from INH alone to combined therapy, so 
Group IV includes only maintenance patients, that is, none 
drawn from Groups I and II. 


INH was usually prescribed in daily doses of four to six 
milligrammes per kilogram of body weight. For most 
patients this meant 50 milligrammes four times a day or 
100 milligrammes three times a day. In the light of the 
possible significance of catalase-positive strains arising 
under this regime, the dosage schedule should perhaps be 
revised; but at the timé no cause was seen to modify the 
dose, and no difference was noted in the general progress 
on the two schedules quoted. The combined therapy was 
suboptimal; usually doses of one gramme of streptomycin 
or dihidrostreptomycin were given intramuscularly twice 
a week, with INH as above mentioned. This treatment was 
maintained for three months when possible, but rarely for 
longer and often for only five weeks. Two patients were 
treated with streptomycin and PAS; this is a prohibitively 
expensive combination for many patients. 


The results as listed in Table II are estimated as “A”, 
definitive result, when the lesion had disappeared or the 
activity of the disease is controlled during a period of six 
to 18;months; “B’, provisional result, when after three to 
six months’ treatment a prognosis can be made; “C”, 
no result, when the patient did not return for at least 
three months; most of these came only once or twice. 
Amongst them are some who may have continued treat- 
ment elsewhere, especially town dwellers; but many, 
especially villagers, are unlikely to have obtained treat- 
ment elsewhere. The vast majority of all patients are 
Se of Subang or the immediately surrounding 

stric 


TABLE II. 


i i Patients According to Ti 


, Results.* 
Group. Progress. 

A. B. C. 
I 1 8 
2 2 
3 2 _ 18 
Il 1 8 _ 
2 2 6 Re 
3 1 4 23 
Ill 1 6 3 
2 1 8 
3 _ 1 4 
2 8 4 Soke 
3 1 2 


1 Progress was recorded as follows: 1, good ; 2, fairly good ; 3, inadequate. 
* Results were classified as “ A ”’, definitive; ‘B”, provisional; “C”, nil. 


Progress was gauged according to the following (approxi- 
mate) standards. 


1. Good, when clinical signs resolved and symptoms 
cleared, when sputum was free of tubercle bacilli, when 
the blood sedimentation rate was low (below 20 millimetres 


in one hour) or when an X-ray examination of the lungs 


showed that shadows had disappeared or become smaller, 
with closure of cavities (fluoroscopic examination being 
inadequate, of course, for accurate assessment). 


2. Fairly good, when progress was as above mentioned, 
but when the sedimentation rate was still elevated or 
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when there was no marked improvement detected radio- 
graphically. 

‘3. Inadequate, when sputum showed tubercle bacilli 
and/or cavities had not closed, or when the general con- 
dition was not progressing favourably. 


In general, good progress was recorded in all groups, 
even taking no account of the ambulant and minimal 
nature of the therapy and the poor concomitant conditions. 
In particular, in both “new” and “old” cases, there was 
nearly always sputum conversion, substantial reduction 
of shadows shown radiographically, and steady decline of 
the frequently very high sedimentation rates (100 milli- 
metres per hour and more). Weight gains were of the 
order of 10% in most cases. The greatest difficulty was to 
persuade the patient to persevere with treatment. Some 
felt they were unable to meet any further expense, and 
some disliked further laboratory examinations. The 
majority simply felt cured already and saw no reason for 


. continuing therapy. Perhaps a few did not return because 


they felt no better for treatment, but no patient actually 
ped ee this. An example of this was a patient in 
roup I., 


The patient, a male employee of Religious Affairs Ministry 
(office messenger), aged 41 years, lived 20 miles from Subang 
(return fare was 10 shillings) and he had several children. 
His wage and living conditions were very poor. In August, 
1956, he had had a cough for more than a year, with recent 
hemoptysis. In general appearance he was thin and old- 
looking. Staining the sputum with Ziehl-Neelsen’s carbol- 
fuchsin gave a positive result, and culture produced a heavy 
growth of tubercle bacilli. The blood sedimentation rate 
was 45 millimetres in one hour, and his weight was 44 
kilograms. An X-ray examination of the lungs showed 
cavities and extensive infiltration in both upper zones. 
Treatment with INH, 50 milligrammes four times a day, 


--was prescribed (he was unable to buy streptomycin). From 


September 11, 1956, to August 15, 1957, his blood sedimenta- 
tion rate fell irregularly from 45 millimetres to 15 milli- 
metres in one hour. During the same period his weight 
increased from 45 kilograms to 49 kilograms. The sputum 
was free of tubercle bacilli from December 10, 1956, and 
it has continued so. On June 17, 1957, he felt slight 
pains in the chest. An X-ray examination showed that 
the left hilus was enlarged, and that there were slight 
fibrotic markings running towards the left apex only, but 
there were no cavities. Results were excellent in this case. 


This patient did not return after the initial six months’ 
treatment because he felt that it was no longer necessary; 
this often happened with new patients. His general condition 
appeared to be not quite as good after three months’ cessa- 
tion of therapy, but the disease does not appear to be active 
at the present time. 

Chronic patients often made excellent progress on INH 
alone to the surprise of both the patient and the doctor. 
All symptoms and signs were found capable of steady 
improvement to a point, especially morale. Not least 
important in the latter phenomenon was the almost 
universal increase in body weight, which is a sign closely 
followed and highly appreciated by patients in Indonesia. 


The following two patients from Group III have been 
successfully treated with INH alone. 


The first patient, a male, aged 55 years, is a Chinese 
retailer on a small scale. He was treated intermittently with 
streptomycin and PAS for five years, but sputum tests 
showed the persistent presence of tuercle bacilli, and he 
had a copious productive cough. His blood sedimentation 
rate was 80 to 100 millimetres in one hour. Moist rales 
could be heard in the posterior right upper zone. An X-ray 
examination of the lungs showed chronic fibrosis and cavities 
in both upper zones and some infiltration of the lower zones. 
Since December 7, 1955, he has been treated with INH alone, 
50 milligrammes four times a day. Repeated staining the 
sputum with Ziehl-Neelsen’s carbolfuchsin has given nega- 
tive results, and the blood sedimentation rate has decreased 
to 20 to 40 millimetres in one hour. Clinical signs have 
disappeared, and his general condition and cough are much 
improved. 

The second patient is a widow, aged 25 years. She was 
formerly treated with streptomycin and PAS for an unknown 
period of years. When she reported on June 2, 1956, she 
was eight months’ pregnant, feverish, unable to walk 
unaided, weak and thin, and had a persistent cough. Stain- 
ing the sputum with Ziehl-Neelsen’s carbolfuchsin gave a 
positive result, and her blood sedimentation rate was 100 


millimetres in one hour. An X-ray examination of the 
chest showed that the condition appeared hopeless; there 
was an enormous cavity in the right upper zone, heavy 
infiltration to the right base, and the left lower zone was 
entirely obscured, possibly by fluid, although no fluid was 
obtained when a puncture was made. The patient was 
unable to afford streptomycin or hospitalization. Treatment 
with INH, 50 milligrammes four times a day, was prescribed. 
On October 31, her blood sedimentation rate was 110 milli- 
metres in one hour, her weight was 36 kilograms and her 
sputum was free of tubercle bacilli and has continued so. 
An X-ray examination showed the same cavity in the right 
upper zone, but less infiltration at the bases. On January 
7, 1957, she was summoned by letter to attend; her blood 
sedimentation rate was 70 millimetres in one hour and 
her weight was 39 kilograms. On February 22, her 
blood sedimentation rate was 58 millimétres in one hour, 
and radiogaphically the bases were found to be almost 
clear. She was summoned again on July 31; her blood 
sedimentation rate had fallen to 53 millimetres in one hour, 
her weight was 36 kilograms, and an X-ray examination 
showed that the cavity had decreased to two centimetres in 
diameter and the bases were clear. This patient illustrates 
the difficulties of maintaining continuity of treatment; 
nevertheless, considerable progress has been made. 

Included amongst those successfully treated with INH 
alone are three patients with exudative pleurisy; fluid was 
withdrawn for diagnostic purposes only in two, because 
of its small quantity; in the third patient one litre was 
withdrawn. 

The patients whose progress was unsatisfactory must be 
considered in more detail. Among those receiving com- 
bined therapy, one (a schoolboy) had a fatal hemoptysis 
one month after treatment was commenced (Group IIA3)'. 
One came back intermittently (Group IVB3). Three from 
Group IIB3 all had extensive cavities in. both lungs; two 
of these continued to secrete tubercle bacilli in their 
sputum; the sputum of one ceased to contain tubercle 


bacilli, but the patient remained in a poor general con- 


dition. Again, one treated with INH alone (Group IIIB3) 
made good clinical progress, but the sputum continued to 
show tubercle bacilli. 

The two in Group I who failed to make satisfactory 
progress require special notice. 


The first patient, a male government servant (Information 
Ministry), aged 55 years, is a stout man who complained 
only of general discomfort and had no cough. Moist rales 
could be heard in the anterior right upper zone of the lung. 
Staining the sputum with Ziehl-Neelsen’s carbolfuchsin gave 
a positive result, and culture produced growth of tubercle 
bacilli. An X-ray examination showed infiltration of the 
whole right upper zone. Treatment with INH in doses of 
50 milligrammes four times a day was begun. His blood 
sedimentation rate rose irregularly from 25 to 38 millimetres 
in one hour in the period between November 21, 1956, and 
May 25, 1957, and in the same period his weight increased 
from 57 to 62 kilograms. Staining the sputum with 
Ziehl-Neelsen’s carbolfuchsin gave negative results on 
January 1, but subsequent markedly positive results. An 
X-ray examination on May 5 showed infiltration of the right 
upper zone and a possible cavity. 


This patient from the beginning did not believe that he 
had a pulmonary disease. The small dose of INH (an 
oversight) may be the cause of therapeutic failure. It 
seems as if the bacilli now being excreted would perhaps 
be INH-resistant and catalase-positive, because of the low 
dose of INH; for the patient they do not seem to be highly 
virulent. 

The second patient is a male high-school pupil, aged 17 
years. On October 2, 1956, he reported that he had had a 
cough for one week with a little fresh blood. Staining the 
sputum with Ziehl-Neelsen’s carbolfuchsin gave a positive 
result, his bleod sedimentation rate was 53 millimetres in 
one hour and his weight was 44 kilograms. An X-ray 
examination of the chest showed extensive infiltration of 
the upper zones of both lungs and a suspected cavity. 
Treatment with INH 50 milligrammes four times a day was 
prescribed. On February 6, 1957, he was summoned to 
attend; his blood sedimentation rate was 55 millimetres in 
one hour, his weight was the same, his sputum was free 
of tubercle bacilli and minimal infiltration to both apices 
could be seen radiologically. On March 22, his blood sedi- 
mentation rate had fallen to 30 millimetres in one hour, 
his weight had increased to 49 kilograms and his sputum 


11IA3, IIB3, etc., refer to the patients’ position in Table II. 
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was free of tubercle bacilli. On May 27, his blood sedimen- 
tation rate and weight were the same, but staining the 
sputum with Ziehl-Neelsen’s carbolfuchsin gave a positive 
result. The patient went home without any treatment. 

This was a sad story. The lad felt well and could not be 
persuaded to persevere with the treatment. The reappear- 
ance of tubercle bacilli in the sputum may be related to 
cessation of treatment in April. Such is the story of nearly 
half of all patients ever diagnosed as tuberculous at the 
hospital, and it is stimulus enough to explore more effective 
methods to prevent premature cessation of therapy. 

The initial fears of therapy with INH alone do not 
appear justified in practice. Poor results have been seen 
in some but not in all cases in which the dose was small 
or irregularly maintained; teen-age patients in both the 
INH alone groups and the combined therapy groups do not 
appear to have fared as well. The difficulties of main- 
taining the therapeutic regime are equally great in either 
group. Of course it is theoretically possible that nearly 
all the patients who failed to progress with INH alone 
have also failed to return, and so they are not known as 
failures (Group C). But amongst those summoned to 
resume treatment there were no patients in whom initial 
progress was not maintained. Furthermore, none of those 
on prolonged maintenance therapy (Group III) underwent 
relapse or deterioration as long as they maintained that 
therapy. At no point was the INH alone regime tried and 
found wanting. Hence it seems justifiable to recommend 
it as a basis for work in rural areas. In accordance with 
the experience of other workers, sputum conversion and 
cavity closure may be less swift, and sure than with 
multiple-drug therapy, and collapse or surgical therapy 
may still have to be considered if, after three to six 
months’ treatment, cavity closure seems unlikely to occur. 


Para-amino salicylic acid has rarely been employed here 
because (i) the disturbance to the patient’s appetite often 
seems to exceed the optimum benefit to be expected; (ii) 
these tablets are rarely consumed in the required amounts, 
and most patients discontinue them when there is any 
stomach trouble, headache, etc.; (iii) the price is approxi- 
mately the same as for streptomycin, and five times that 
for INH over a given period. Basically, no need for PAS 
has been evident because of the absence of failures on the 
regime of INH alone. 


The problem of collapse therapy and surgery is even 
more difficult. The rural population to date has never been 
willing to submit to operation, usually for fear of the 
expense involved. Pneumothorax and pneumoperitoneum 
have been employed for several patients, but all, after a 
period of weeks or months, failed to return for continua- 
tion, often because of the distance which had to be 
travelled. This amounts to a considerable waste of time, 
which could be more profitably spent in wider case-finding 
efforts, etc. The close X-ray control necessary for effective 
collapse therapy is not available. The frequent necessity 
for adhesion section which involves departure to a city 
chest clinic or hospital means more travel and expense for 
the patient. From the point of view of a general prac- 
titioner in a rural area, it is believed that collapse therapy 
and surgery are luxuries which are rarely justified as 
public health measures in the peripheral situation; their 
value for the individual patient is another matter. 


From the public health standpoint, the danger of INH- 
resistant bacilli being spread in the community remains to 
be examined. The view has been advanced that, in general, 
these resistant bacilli can still be effectively treated with 
INH. Possibly, however, catalase negative tubercle bacilli 
may be undesirable, which calls for higher initial doses of 
INH than used in the present trials. With INH alone 
some 80% or more of infective cases should at least have 
sputum free of tubercle bacilli within six months, which 
in itgelf means a significant reduction in dissemination of 
tubercle bacilli. The present results seem to indicate that 
even under the adverse conditions noted the target as 
eyes by the World Health Organization can be 
attained. 


Amongst other limitations of this report, it should be 


- pointed out that the results obtained in Groups I and III, 


compared with those in Groups II and IV, give no true 


comparison of INH alone and combined therapy, because 
first, the multiple-drug regime is suboptimal, and secondly, 
these groups contain more of the severe cases than the 
INH groups. Until some results could be reviewed it was 
believed that new patients, especially those with cavities, 
should not be denied the possible benefits of multiple-drug 
therapy. In Table III the cases have been classified chiefly 
on radiological grounds, bearing in mind that the severity 
of the disease does not depend basically on these but on 
the biological situation, which is so difficult to assess. 
Severe cases are those patients with more than a whole 
lung involved or half of each lung or with multiple 
cavities, or those in very bad general condition. Moderate 
cases are those patients with more than one third of one 
lung involved or portions of both lungs or with a small 
cavity. Light cases are those patients with less than one 
third of ‘one lung involved, with no obvious cavity or with 
satisfactory general condition. 


A pleasing feature to, be noted from Table III is the 
relatively good progress made by the patients who started 
with a short term of combined therapy and were then 
maintained on INH alone. 


Regional Campaign. 


Only general impressions can be conveyed of the prob- 
lems involved in the finding of cases and their treatment 
in the more outlying districts, sometimes as far as 40 
miles from Subang. There are 10 districts surrounding 
Subang, each with one polyclinic to serve about 15 villages 
(60,000 people) in the immediate neighbourhood. Three of 
these districts are on the lower mountain slopes; the 
remainder are on the flats extending to the coast. Each 
polyclinic is visited once a month by the doctor, when 
possible, and the tuberculosis patients in that district. 
are registered at that clinic. The doctor is accompanied by 
a trained medical assistant from the base hospital who 
examines sputum (and also feces, etc.) and estimates. 
sedimentation rates. After the patients in the polyclinic 
have been attended to, the doctor and several assistants 
visit one of the villages, where about 100 patients have 
been assembled by the village headman. The latter is 
instructed to assemble especially the known villagers with 
chronic cough, skin or eye complaints, suspect lepers and 
ailing children (kwashiorkor is widespread). j 


Sputum samples and laryngeal swabs are taken from 
those patients with chronic cough or hemoptysis. Micro- 
scopie examination of sputum is carried out forthwith, and 
sputum samples and laryngeal swabs are also sent for 
culture in the provincial public health laboratory at 
Bandung, the next day if possible. Amongst those with 
chronic coughs are some with asthma or emphysema. The 
remainder mostly comprise those with bronchitis, bron- 
chiectasis or tuberculosis. Perhaps half exhibit some 
clinical signs, notably moist rales. If the sputum is found 
to contain tubercle bacilli the patient is given INH (one 
month’s supply) and streptomycin if he can afford it, 
provided the clinical features all suggest an uncomplicated 
pulmonary tuberculosis. The patients whose sputum is 
free of tubercle bacilli and who are suffering from bron- 
chiectasis are postured to produce copious sputum; they 
are instructed to continue postural drainage at home. All 
are given an injection of oily penicillin (600,000 units) 
and a few days’ supply of sulphonamide, which substan- 
tially benefits at least a portion of these patients. : 


Usually, in coastal regions, three or four patients with 
tubercle bacilli in the sputum are detected by the pre- 
liminary microscopic examination. Of the 10 to 20 sputum 
samples sent to Bandung, three or four more may be 
proved to contain tubercle bacilli by microscopic examina- 
tion or by culture. These latter cases are summoned to the 
clinic for the doctor’s next visiting day. In general, the 
microscopic examination of sputum in the village has 


- yielded positive results only when clinical signs are already 


evident, and latterly only these patients have had sputum 
samples examined on the spot. 


The impression gained from these village visits has been 
that there is much more pulmonary tuberculosis in the 
coastal villages than in the mountain: ones; so case- 
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TABLE III. 
Radiological Classification of Cases. 


Severe. Moderate. Light. 
of Classification. of Classification. of Classification. — 
| Patients. Patients. Patients. 
I — — 4 Al, Al, A3, B2 we Al, Al, A3, Al, Al, Al, Al, B2 
0 6 Al, B2, B3, B3, B3, B3 10 A2, Al, Al, Al, B2, A2, B1, Al, 9 Bi, B2, Al, B1, B1, Al, Al, B2, 
B2, AS B3 
Illa 2 B2, B38 8 A2, B2, B2 ’ 3 Al, B2, B2 
Ib 3 Bi, B2, B2 6 Al, B1, Al, B1, Al, B2 2 Al, Al 
IV 2 A2, B2 4 A2, A2, B2, B38 2 B2, B2 


finding efforts were recently concentrated on the former 


regions. The houses in the mountains are far better, often 


with raised flooring and solid woodwork and windows. 
Financial resources appear to be a little greater amongst 
the mountain villagers, but not markedly so. Their diet 
contains much more fruit and vegetables and less fish and 
spinach than along the coast. There seems to be rather 
more keratomalacia in the mountain districts. Perhaps 
the most important impression gained epidemiologically 
is that the disease increases in incidence and severity the 
farther one moves away from the nearest X-ray units. 


Results of Treatment. 

Of the 88 patients listed in thé district polyclinics, only 
14 are known to have progressed well. The remainder did 
not return regularly for treatment, even though summoned 
several times. Initially, the organization of the control 
procedures was inadequate and no microscope was avail- 
able, so that a few patients died before a “positive” culture 
report was received from Bandung. 


. Immediate Problems. 

The following are some difficulties and proposals for 
discussion. 

1. The register is an essential starting point, without 
which most patients are inevitably lost. The doctor’s tour 
of inspection must be planned a month in advance, so that 
the patients treated can be told on which day to return 


“next month; thus the doctor himself can maintain 


supervision. 

2. In most polyclinics there are no facilities for micro- 
scopic examination of sputum and for estimation of sedi- 
mentation rate. These and also a reliable laboratory 
assistant are an essential part of the case-finding team. 


3. After some months, INH tablets were made available 
in each polyclinic at the doctor’s request. In 1956 and 
again in 1957, when no tour of inspection was possible 
for three months, no further INH was supplied. So patients 
formerly returning regularly did not maintain treatment 
and subsequently rarely returned. 


4. Most patients are poor yet they are not able or willing 
to be classified as destitute. Hence the cost of treatment, 


even with INH alone, is a burden for them. Only a few 


are able to buy streptomycin (and then usually only 10 
grammes). Even though injections are so highly prized in 
this country, these patients also often failed to return 
after completion of the initial course of injections. So this 
procedure is also a failure as a psychological inducement 
to continue treatment. 

5. The distance which has to be travelled to the nearest 
clinic is sometimes too great for weak patients; from the 
remotest villages transport may be available for part of 
the journey, but it adds to the expense. The distances 
also sometimes prevent injection treatment. 

6. There are no doctors to visit patients in their homes. 
Some patients in the town can be visited by an assistant 
from the hospital, and the staff of the district polyclinics 


Note.—A1, B2 et cetera refer to the position of individual patients in Table II. 


can visit adjacent homes, but this is not effectively 
organized and not yet accepted as part of their respon- 
sibility. This matter has been taken up with the regional 
government authorities and is considered more fully later. 


Problems with the Local Government. 


The curative aspects of the health service have been 
handed over from the central to the regional governments, 
but not the preventive aspects. Hence, as with trachoma, 
leprosy, etc., the regional doctor has difficulty in dealing 
with tuberculosis on the campaign level. The local 
authorities refer these problems back to the central 
administration. Actually, even the curative measures are 
more than the local governments can adequately provide 
for, requiring more than half their annual budget, despite 
the minimal nature of the facilities and drugs supplied in 
the polyclinics. For instance, emetine, penicillin and INH 
are normally available only in the main hospital. Only 
50 to 100 tablets of sulphaguanidine and of “Trisulfa” are 
provided each month for 60,000 people. Furthermore, the 
cost of these drugs is rising steeply. It seems that even 
such minimal provisions can hardly be hoped for in the 
near future. And what of the work of the assistants in the 
polyclinics if there are no medical supplies? 


The central health administration also seems unable to 
increase allocations for new preventive measures. For 
instance, an assistant who has been doing trachoma control 
work alone in the coastal region for 20 years was to have 
had a refresher course in Semarang. But this proposal 
failed because both the central and the regional authorities 
were unable or unwilling to pay the incidental expenses 
(travel, food and accommodation). 

So we are dealing with a central administration which 
is unable to meet the demands for public health campaigns, 
and with a local administration which is not responsible in 
this field. How may effective anti-tuberculosis measures 
be expanded in the rural areas, at least to prevent an 
over-all increase in the community? Useful steps seem 
feasible provided that first, doctors in rural areas are given 
a lead from the tuberculosis authorities, especially con- 
cerning the problems discussed—register, summons and 
treatment; secondly, a campaign for tuberculosis control 
in rural areas is promulgated which utilizes existing 
personnel and facilities. The needs for personnel, both 
medical and paramedical, especially a home-visiting 
service, cannot possibly be provided solely from the central 
administration. Likewise, the local authorities cannot as 
yet provide a fully-fledged service, nor refinements such as 
an X-ray unit, even in each regency hospital. But by 
reorientation of the efforts of existing personnel it is 
believed that much can be achieved even in the rural areas. 
For example, in each district polyclinic there is usually 
at least one junior assistant (“pembantu perawat”) who is 
trained for two to three years in a base hospital. Perhaps 
he can be trained further in the provincial capital for 
tuberculosis home-supervision work also. If each regency 
sent an assistant from each district for one month, then 
within one and a half years every district in the province 
would have a home visitor. If provided with a bicycle, this 
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assistant would be able to visit three to five homes (in one 
area) each day, in addition to the normal daily routine. 


Besides these home visitors, a fully trained assistant 
(“perawat”) should be given special training in the 
tuberculosis field. He would be supervisor of the home 
-visitors and the registers in the polyclinics throughout the 
regency, and must therefore be provided with a motor 
bicycle. He should be authorized and able to prescribe 
treatment for known tuberculous patients for the time 
being, when no doctor is available. This happens all too 
often in the rural areas, where doctors are often working 
single-handed and are responsible for all departments, 
both in the regency hospital and for the whole region, and 
where doctors are rather frequently transferred from one 
station to another. This requires recognition of the fact 
that for the time being the trained Indonesian medical 
assistants, not the doctors, are the stable element in the 
local health service; hence the organization must be 
capable of being handled by these assistants as far as 
possible. 

So it is proposed that campaign measures should be 
organized by the central authorities but carried out by the 
local health authorities. The special training for home 


visiting is properly the responsibility of the province, 


including the incidental expenses involved; but the 
personnel remain in the employment of the _ local 
department. . 


Method of Treatment and Problems of INH-Resistant 
Bacilli. 

If the INH alone regime is acceptable as the basis for 
treatment of the individual case, the epidemiological 
significance of INH-resistant bacilli must be re-examined. 
According to Middlebrook (1956), in guinea-pigs the 
“infectivity” of these bacilli is not decreased, even though 
their pathogenicity is decreased (if they are catalase- 
negative). Thus guinea-pigs can be infected with these 
bacilli, but the ensuing tuberculous disease is milder than 
usual, and the animals often survive without treatment, 
with or without residual lesions. 


In human beings, according to many workers (Beck, 
1955; Chaves et alii, 1955), fresh cases of pulmonary 
tuberculosis very rarely exhibit INH-resistant bacilli, even 
after five years’ treatment with this drug; the problem is 
therefore not of the same order as with streptomycin. For 
the present at least it seems unnecessary to fear wide- 
spread dissemination of such bacilli, and the evidence 
_ points to the efficacy of INH alone in the treatment of 

these cases. 


The procedures followed in the polyclinics must neces- 
sarily be adapted to the circumstances of the rural popula- 
tion concerned. Most of the patients can afford INH alone, 
but few can afford prolonged combined therapy. Is it better 
to run the risks involved in therapy with INH alone, or to 
refuse to treat the patients at all, either by not searching 
for them or by providing them with home-hygiene super- 
vision only, and chemotherapy only for those who can 
afford combined therapy? It seems reasonable to give fair 
trial to INH alone in daily doses exceeding eight milli- 
grammes per kilogram of body weight as the basis for 
a tuberculosis control project, with full epidemiological 
control as well as individual case control. 


Discussion. 


There seems no need to despair of the tuberculosis 
problem in the rural areas of Indonesia. It is not yet 
known where the incidence of tuberculosis is highest, 
whether in crowded city slums or in the remotest villages 
where an X-ray unit has never been heard of. The diffi- 
culties in the way of a campaign in rural areas are 
greater, but not necessarily prohibitive. Where can a start 
be made? These notes are intended to illustrate how the 
rural doctor and his staff can be effectively utilized for 
such a campaign, despite the shortage of funds, drugs and 
equipment. A plan is awaited from the tuberculosis 


authorities which can be grasped and carried out not only. 


by the doctor and his assistants, but also by the local 
government authorities, whose role in the effort is so 


important. With effective organization, it is to be hoped 
that a large proportion of the infective cases at least can 
be diagnosed, using sputum examination as the spearhead 
instead of X-ray examination, in the absence of any pros- 
pect of mass X-ray surveys in the rural areas for years to 
come. The minimum aim is to treat the infectious cases 
till the sputum is free of tubercle bacilli and to keep them 
so. Basic treatment with the INH regime seems thera- 
peutically effective for the individual, and epidemio- 
logically it is not the danger it was considered to be 
formerly. A few patients will not progress adequately and 
will require other measures such as surgery. Closer super- 
vision in the homes is also required. From the public 
health point of view this is the special role of the few 
available sanatoria and surgical units and of the home- 
visiting teams. 


Just as the individual tuberculous patient must not be 
viewed narrowly from the radiological and bacteriological 
point of view but as a biological whole reacting to a 
bacterial invasion, so also the rural community should be 
viwed as ailing; and to restrict one’s attention to the 


patients voluntarily reporting for treatment is inadequate. 


The large reservoir of undiagnosed tuberculosis is the 
first problem to be faced. In dealing with it a broad view 
must again be taken biologically, epidemiologically and 
sociologically. The INH alone regime appears to be a 
remedial weapon worthy of more extended trial, because 
it appears to be effective at all levels from the sociological 
to the bacterial. As long as the tuberculosis reservoir 
remains, children will continue to be afflicted with the 
bacilli disseminated by their parents, and the administra- 
tion of INH to all children in tuberculous homes as a 
prophylactic measure during the period for which a 
patient’s sputum continues to contain tubercle bacilli, 
seems a logical extension of the present ideas and is on 
trial in Bandung at present. There may be hope for the 
future that INH will be provided from U.N.I.C.E.F. as part 
of a mass anti-tuberculosis campaign in Indonesia. 


Summary. 
Experience of the pulmonary tuberculosis problem in a 


rural area in Indonesia is described in both the regional . 


hospital and the surrounding district, and the problem is 
viewed both medically and socially. - 


In the hospital, of 100 patients registered in one and a 
half years, 47 did not return for regular treatment, 44 
progressed well and nine responded inadequately. Some 
were treated with INH alone as primary and/or main- 
tenance therapy; the remainder had combined therapy, 
usually streptomycin and INH. All patients were 
ambulant. . 


The problem of INH-resistant bacilli is discussed. The 
lowered pathogenicity of these bacilli when they are 
catalase-negative is well known in guinea-pigs; however, in 
man the evidence is insufficient. In general, the present 
experience confirms that of various authorities that the 
ill-effects expected from prolonged INH therapy are 
uncommon. On the contrary, most patients progressed 
well. Two who did not progress so well are considered to 
have had inadequate doses of INH. The general conclusion 
is that ambulant treatment with INH alone can be effective 
as the basic therapy for the individual tuberculous patient. 


In the whole district only a small proportion of the 
estimated tuberculous patients have been diagnosed as 


such, and efforts must be made to find the rest. For a. 


tuberculosis campaign the effective organization of the 
regional health service and the cooperation of the local 
authorities are essential. The campaign can only become 
effective wh@én a large proportion of cases are known and 
treated. INH alone is considered to be’ therapeutically 
effective and epidemiologically not a danger. 


It is to be hoped that a plan for tuberculosis control in 
rural areas can be promulgated by the central tuberculosis 
authorities and implemented by the rural practitioner and 
nee service, utilizing the existing personned and 
facilities. 
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THE SERUM PROTEIN PATTERN IN SOME PACIFIC 
NATIVES. 


By Brapine, 
From the New South Wales Red Cross Blood Transfusion Service, 
Sydney. 


SEVERAL workers have measured the plasma or serum proteins 
of natives in various tropical areas. Vera and Roche (1956) in 
Venezuela, Mohun (1946) in Africa, and Holmes, Stanier and 
Thompson (1955) in Africa have reported high gamma-globulin 
values in natives compared with values found in Europeans. 
In the Pacific, Wills and Bell (1951) found high total protein 
values in natives of Samoa and Fiji, and electrophoresis of the 
serum of one subject showed a high gamma-globulin value. 
Luyken, Bakker and Bliek (1956) found raised gamma-globulin 
and low albumin values in natives of the Wissel Lakes area of 
Netherlands New Guinea. Curnow (1957) found high total 
protein and gamma-globulin concentrations in aborigines of 
the Warburton Range area of Western Australia. 

During the past few years several hundred blood samples 
have been received by the New South Wales Red Cross Blood 
Transfusion Service from natives of various regions in the Pacific. 
They were obtained primarily for a study of the blood group 
patterns of the different populations, but they were also used to 

, investigate the hemoglobin and serum protein values. The 
results of the investigation of total serum protein concentrations 
and of individual protein concentrations are the subject of this 


paper. 
Materials and Methods. 


Blood Samples. 


These were collected by field collaborators. Approximately 
five millilitres of venous blood were obtained from each subject 
and placed in a vaccine vial containing 2-5 milligrammes of 
ealcium streptomycin, 0-625 milligramme of sodium penicillin and 
‘53 milli of sodium citrate ee 2H,0). After 
the hemoglobin values had been measured, the bottles were 

and the plasma removed from. the red cells.. This 
plaama was clotted by the addition of two drops of “Bovine 


Throbmin Topical” (Parke Davis). The resulting serum, 
known in this paper as “clotted plasma”, was used for the 
investigations. 

Serum. 

In the Chimbu region of the New Guinea Highlands, the 
venous blood samples were placed in tubes without anticoagulant 
and allowed to clot. After centrifugation, the serum was removed 
in Chimbu and placed in vaccine vials with the antibiotic mixture 
described earlier. 


Total Serum Proteins. 


These were estimated by the Biuret method of Robinson and 
Hogden (1940). Readings were made in a photoelectric colori- 
meter using an EEL filter number 626 with maximum trans- 
mission at 570 micromillimetres. A standard graph was used to 
derive protein values from the optical densities obtained. 


The standard graph was constructed using five sera whose 
protein concentration had been determined by micro-Kjeidahl 
analysis. Various dilutions of these sera were analysed by the 
Biuret method, and the standard graph was obtained by plotting 
the resulting optical density values against protein values. 


Serum Protein Fractions. 


The concentration of each fraction was measured by paper zone 
electrophoresis, staining the protein on the paper and then 


' measuring the amount of dye absorbed by each fraction. 


1. Paper electrophoresis. The apparatus was similar to that 
described by Flynn and de Mayo (1951), and the essential features 
are illustrated in Figure I. Strips of Whatman 3MM paper 
(15 inches by one inch) were placed between the electrodes and 
saturated with veronal buffer (pH 8-6) solution. The serum 
(15 cubic millimetres) was applied in a line across the centre of 
each strip etapa to within one-eighth of an inch of the edges 
of the — A potential of 150 volts was applied across the 
electrodes and 0-9 milliampere was allowed to pass through each 
strip for 18 hours. The strips were then dried in a horizonal 

ition in an oven at 100°C. To ensure complete denaturation 
of protein, the strips, after drying, were immersed for two minutes 
in 95% alcohol saturated with mercuric chloride. 


2. The staining solution consisted of mercuric chloride, 15 
grammes ; bromophenol blue, 0-5 gramme ; glacial acetic acid, 
10 millilitres ; water, to 1000 millilitres. ‘The washing solution 
was 0-5% glacial acetic acid in distilled water. 


3. The staining and washing procedure was as follows. Six 
paper strips were coiled in a jar, six inches in diameter, and the 
staining solution was poured into the jar. After five minutes 
the solution was decanted and replaced with the washing solution. 
The washing solution was replaced five times so that the strips 
were washed three times for two minutes and three times for 
five minutes. Throughout this procedure the jar was agitated. 
The final washing solution was almost completely colourless. 
The strips were then dried again in an oven at 100°C. Finally, 
the blue staining of the proteins was developed in ammonia fumes 
by suspending the strips in a 1000-millilitre measuring cylinder 
containing 100 millilitres of ammonia solution. 

Before scanning, the strips were coiled in a jar of methyl 
salicylate to render them transparent. The jar was placed in a 
vacuum desiccator for one hour to remove air trapped in the 
paper. 

4. The scanning apparatus consisted of a colorimeter which 
was constructed for this purpose ; it is illustrated in Figure II. 
It contained a guide through the instrument into which was 
placed a strip of treated paper set between two pieces of glass 
of the same length and width as the strip. The guide was 
placed at right angles to the path of the light, which passed 
through the strip, through a red filter (EEL 607) and on to the 
photocell. A system of baffles between the filter and the guide 
ensured that a narrow band of light fell on a small part of the 
length of the strip but over the full width. 


A Cambridge spot galvanometer was attached to the photocell 
and was calibrated logarithmically from one to 10. The intensity 
of the light source was adjusted by the potentiometers so that 
with the white unstained portion of the paper strip in position 
a galvanometer reading of one was obtained. 

5. The scanning procedure was as follows. Prior to 
excess methyl salicylate was removed from the strip with rr 
paper. The strip was placed between glass plates and inserted 
into the guide of the instrument. The light source was adjusted 
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as described earlier, and the strip was slowly passed ti the 
instrument so that ‘successive portions of the strip were placed 
in the path of the light. At each position the galvanometer 
’ readings, indicating the absorption of light, were plotted against 
distance along the strip. The graph so obtained was divided 
into areas representing albumin plus a,-globulin, «,-globulin, 
B-globulin and y-globulin by drawing vertical lines from the 
minima on to the axis as illustrated in Fi, III. The areas 
enclosed by each portion of the graph and the area enclosed by 
the whole were measured with a planimeter. 


the citrate/ 


culated in grammes per 100 millilitres by multiplying the 
tage value and the total protein value obtained by the 
Biuret method. 


Results. 


To provide a basis for comparison, values were obtained for 
both male and female blood donors in Sydney. The effect of 
the method of collection was also tested on these subjects. In 
one series, clotted plasma prepared from blood collected with the 
tibiotic mixture was used, and in another series, 


STRIPS 


Ficure I. 
Circuit diagram of electrophoresis apparatus. 


Calculations. 
The percentage of the total area enclosed by each fraction was 


calculated, and these percentages were taken as percentages of 
total protein. The absolute amount of each fraction was cal- 


14 


Figure II. 


Apparatus for scanning stained paper strips. 1, parabo! 
reflector; 2, six-volt lamp; 3, baffle plates; 4, guide; 
5, glass plates with paper strip between; 6, filter; 7, 
selenium photocell; 8, Cambridge spot galvanometer; 9, 
external damping nce of 8600 ohms; 10, galvano- 
meter safety shunt; 11, five-ohm potentiometer; 12, 10- 
ohm potentiometer; 13, switch; 14, six-volt battery. 


serum processed in the same way as the Chimbu = 
‘(described earlier) was used. The results are compared in Table I. 
It can be seen that the values obtained on clotted plasma are 
less than those obtained on serum and that in both instances the 
values are lower for the female subjects. - Pies 


Protein Values from Different Regions. 
Plasma protein values of samples collected in various regions 
are presented in Table II. The most striking feature of these 
results is the high y-globulin value found in all regions except 


Figure III. 


A graph obtained by scanning an_ electro- 
phoretic strip. The graph has been divided by 
vertical lines into areas representing from left 
to right: 1, albumin plus ai-globulin; 2, as- 
globulin; 3, 8-globulin; 4, y-globulin. 


Korea and the Philippines. In the high y-globulin 
values are associated with some reduction in albumin concentra- 
tion and with normal or elevated total serum protein values. 
In three series it was not possible to separate «-globulins and 
B-globulins. 

Protein Values at Different Ages. 

The results obtained on samples from Chimbu, inville 
and from white Australians are shown in Table III. In Chimbu 
the following changes throughout life are seen. 

1. During the first two years, the albumin and bulin 
values fall, whilst the «-globulin and f-globulin rise, 

2. From the second year to the six to 10 years “4 
tho albumin and y-globulin values increase rapidly, but little 
change occurs in the a-globulin and §-globulin values. 
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TABLE I. 
Protein Values (Grammes per 100 Millilitres) for Male and Female White Australians. 


Number 
of 
Subjects. 


Protein Values (Grammes per 100 Millilitres) for Clotted Plasma of Natives from Various Pacific Regions. 
-Globulin Values. | 8-Globulin Values. 


Protein Values (Grammes per 100 Millilitres) for Natives of Chimbu and Bougainville at Different Ages Compared with Values for White Australians 
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Total Values. 
Mean. | 
Clotted plasma : 
Male... 24 3-07 0-64 0-92 0-34 1-05 0-28 6-68 1-22 
14 2-68 0-24 0-75 0-28 0-98 0-18 6-00 0-34 
48 3-12 0-50 0-95 0-24 1:28 0-27 7-24 0-80 
Female i 64 3-08 0-61 0-92 0-24 1:17 0-35 6-84 1°08 
TABLE II. 
Sex. of 
Region. Subjects. Standard Standard Standard Standard 
Mean. Devia-.| Mean. Devia- Mean. Devia- Mean. Devia- 
tion. tion. tion.) tion. 
New Guinea Highlands : : . 
Chimbu .. 46 3-02 0-42 0-72 0-22 0-87 0-21 2-28 6°32 0-72 
} F. 47 2-67 0-41 0-82 0-24 0-85 |. 0-22 2-2 6-30 0-73 
: Wabag .. .../| Mz. 81 2-80 0-37 0-92 0-23 1-27 0-36 2-0 7°06 0°59 
Laiagam .. 26 2-61 0-37 0-81 0-19 1-01 0-31 1-76 6°55 0°83 
New Guinea Lowlands : ; 
_ Moresby | M. | 185 3-12 0-33 0-22 0-89 0-19 6-92 
Wewak .. 33 2-94 | 0-30 0-20 0-97 0-23 2-3¢ 6°95 
Bougainville .. 20 2-84 0-15 0-97 0-21 2°54 6:99 
; F. 24 2-90 0- 0-20 1-08 0-25 2-5 7-12 : 
Darwin aborigines ..| M. 8 3°13 0-3 0-41 1°15 0-31 1-86 7°08 
F. 16 3-23 0-4 0-25 0-98 0-31 1-8 6-78 ( 
‘ 
Standard ; 
Mean. Deviation. 
Korea 20 3-09 0-50 0-36 1:44 6-23 
Philippine Islands ..| — 20 2-73 0-34 1-65 0-24 1°57 ; 5-90 i | 
Solomon Islands. ..| — 20 2-72 0-22 1-55 0-34 2-23 j 6-45 i 
TABLE III. 
Albumin Globulin 
Values. Total Val 
le ears. x. 0) 
Subjects. Standard Standard Standard’ 
Mean. | Devia- | Mean. | Devia- | Mean. | Devia- | Mean. Mean. y 6 
tion. tion. tion. t 
Newborn ne 2-73 0-43 0-66 0-28 0-82 0- 1 0-40 6-10 i) 
Up to 2.. ee 2-51 0-80 1: 0-46 1-00 i 1 0 6-52 1 
2 and 3 iy 2-88 0-92 1: 0-34 0-93 0- 1 0 6-66 1 
4 and 5 3 3-10 0-88 0- 0-27 1-08 0-28 | 2 0 7-25 1 
6 to 10 a 3-29 0-70 0: 0-27 1-20 | 0°36 2) 04 7-90 1 
3-27 0-47 1- 0°33 1-16 0-26 2: 0: 7-99 0 
Chimbu. 11 to 15 a7 2-95 0-53 0-90 0-29 1-13 0-24 2: 0: 7°53 1 
(Serum.). 3-14 0-56 0-87 0-32 1-24 0-33 2: 0: 7°95 1 
16 to 20 “ 3-06 0-12 1-02 0-23 1-38 0-29 2: 0: 8-00 0 j 
3-02 0-44 0-84 0-24 1-28 0-23 2- 0- 8-01 0 4 
20 to 40 es 3-56 0- 0-80 | 0-28 1°13 0-40 2- 0- 7°95 0 
3-20 0- 0-95 0:77 1:18 0-20 2° 0: 8-00 0 
Over 40 sd 3-36 0- 0-76 0-28 1-07 0-34 2- 0- 7-82 1 
2to 6 as 2-90 0-50 | 0-88 0-32 1°35 0-57 | 2-10 | 0-60 7-19 1 
Bougainville. 6 to 10 a, 2-69 0-45 0-92 0-27 0-95 0-27 {| 2-02 | 0-32 6-54 0} 
(Clotted 11 to 15 Ss 3-23 0-24 0-71 0-20 1-03 0-84 | 3-61 0-94 8-00 1; 
plasma.) | 16 to 25 252 | 0°55 0°77 0-22 1:07 0-36 2-59 0-63 6-90 0- E 
Adults .. hi 2-87 0-33 0-80 0-18 1-03 0-18 2-52 0-53 7-06 0: 
Oto 05... 36 0-37 0-73 | 0-37 0-80 | 0°36 1°35 0-16 1: 
0-5 to 2 fe 54 0-74 1-19 0-28 1-14 0-30 1°41 0-83 1: 
White 2to 5 32 99 0-63 1-22 0-34 1-00 0-24 1-59 0-34 1: 
Australians. | 5 to 10 ae 12 0-98 0-89 0-23 1:00 | 0-27 1-80 0-42 1- r 
i (Serum.) 10 to 15. of B72 0-28 1-23 0-25 1-27 0-30 1°95 0-74 0- 
: _ | Adults .. a 109 0-48 | 0-92 | 0-23 1-20 | 0-29 1:79 | 0-37 0- : 
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3. In the 11 to 15 years up there is a significant decrease 
in the albumin value. 
_ 4. After this period the albumin value recovers, but there i 
little change throughout the remainder of life in the other 

In Bougainville the pattern is somewhat different. 

1. There is a fall in the albumin Pry oe rnc values between 
the two to six years and the six to 1 years age groups. The 
y-globulin values show little change. 


2, Between the six to 10 years and ‘11 to 15 years age grou 
there is @ marked increase in the y-globulin valies anda enaller 
increase in the albumin values. : 

3. Between puberty and early adult life the concentrations 
of both albumin and y-globulin decrease; subsequently the 
only change is an increase in the albumin value. 

In white Australians there are no significant c' in albumin 
et engage life. On the other hand, the y-globulin 
values show a progressive increase thro t inf d 
and §-globulin values, 


Variations in Protein Values at Different Times Throughout 
the Year. . 

To determine whether there is any change in the protein values 
throughout the year, the results obtained on samples from males 
in Chimbu and Port Moresby at various months during 1954 
were analysed. Variations in the values of all protein fractions 
were found, but the changes were not related to the seasons. 
In Chimbu, the albumin values were relatively high in January, 
low from February to June, at a maximum in August and low 
again at the end of the year. The «-globulin and f-globulin 
values were at a minimum in June, and the y-globulin values 
were high in August and low in December. In Port Moresby, 
the albumin values were highest in November and lowest in 
December. The a-globulin and @-globulin values were constant 
except for a rise between January and March. The ee 
values were low in January, high in February, low in March and 
then rose steadily to reach maximum values in November and 
December. 

Discussion. 


The results presented in this paper are not absolute values and 
can only be used to compare one series with another, because 
weight for weight albumin binds more bromophenol blue than do 
the globulins. Furthermore, variations in the technique of 
staining and scanning occur in different laboratories and produce 
different percentage values for the various fractions. In the 
present work, duplicate measurements of the same serum were 
made at frequent intervals to test the constancy of the technique. 


The method of collecting the samples resulted in a difference 
in values. The lower values found in ‘“‘ clotted plasma” were 
probably due to the fact that the-blood was collected into the 
citrate/antibiotic mixture ; this caused a loss of fluid from the 
red cells which diluted the plasma. 

Amongst the white Australians, the total protein values for 
males were significantly higher than those for females, i ive 
of the method of collection. Stengle and Schade (1957) and 
Gordon (1956) also found that the total protein values for normal 
males were significantly higher than those for normal females. 


Protein estimations on sera from various regions of the Pacific 
have shown high y-globulin values and low albumin values. 
These findings are similar to those of workers in other tropical 
regions. Several possibilities may be considered in attempting 
to explain these findings. ; 

1. Repeated acute and chronic infections. Antibodies are 
found in the y-globulin fraction of serum and repeated infections 
may increase the ‘y-globulin value. The hospital figures at 

imbu for the last iow years show a high incidence of infections 
in early childhood, but in this age group the y-globulin values are 
relatively low. Furthermore, it seems unlikely that the high 
y-globulin values were the result of yaws. Eagle flocculation 
tests (Goldsworthy, a and Ward, 1945) were performed on 
approximately 100 adults and children, but no. correlation was 

nd between the high y-globulin values and the positive results 


$° Parasite ‘infestation. “Malaria is present, in Chimbu but it 
is of low endemicity, However, high y-glo 
. found countries where, ia i 


malaria is not endemic (Vera and Roche, 


ulin values have been With fiuropeans 


1956; Luyken e¢ alii, 1956; Curnow, 1957). In _Chimbu, 
Venkatachalam (1957) found a high incidence of intestinal 
helminths in children and adults, but it is impossible to assess 


their importance as a cause of the high y-globulin values. 


3. Protein malnutrition. This may cause high y-globulin 
values either directly or by producing liver damage. High values 
have been found in patients with frank protein malnutrition and 
with kwashiorkor (Anderson, 1951). In cases of hepatic cirrhosis, 
the y-globulin value is frequently high (Marrack and Hoch, 1949). 

4. Vegetable protein diet. The diet of the Chimbu people is 
almost exclusively vegetable in origin (Venkatachalam and 
Ivinskis, 1957). McNaught, Scott, Woods:and Whipple (1936) 
found that when dogs were fed on vegetable and grain proteins 
the production of serum globulin was favoured. 

5. Racial differences. It is of interest that high y-globulin 
values have been found in natives of many tropical countries who 
have heavy deposits of melanin in the skin. This raises the 
question whether the level of y-globulin is genetically determined. 
However, no correlation with blood group or other genetic 
patterns has been noted. 

It is not possible at this stage to determine whether any 
specific factor is the cause of the high y-globulin values. The 
findings in the Pacific areas described in this paper and those of 
other workers mentioned earlier present an interesting problem 
which remains sub judice. 
Summary. 

Total plasma proteins and protein fractions were determined 
on samples from more than 800 natives of different Pacific regions. 
Increased y-globulin and decreased albumin values were found in 
most tropical regions. The mean albumin values for the natives 
showed significant changes from birth to adult years, whereas 
those for white Australians were constant during that period. 
The mean y-globulin values for natives were higher than for white 
Australians at all ages. Variations in the protein values for 
natives at various times throughout the year were 
investigated, but no consistent pattern emerged. Possible 
explanations are offered for the findings. 
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Beports of Cases. 


KORSAKOFF’S SYNDROME FOLLOWING AN ATTEMPT 
AT HANGING. 


By Rocer W. Wurre ry, M.B., D.P.M., 
Heathcote Reception Hospital, Perth, Western Australia. 


KoORSAKOFF’S SYNDROME is a state of apparent dementia 
‘with certain special characteristics, the chief of which are 


the following. (i) A defect in the retention of new 


impressions. The patient cannot remember what has been 


told him only a minute before. That this is a defect of 
retention, and not of recall, is demonstrated by his 
inability to recognize the correct answer when it is 
suggested. (ii) A tendency to confabulate. The patient 
tends to manufacture dates, places and events to fill in 
the many gaps in his memory. Frequently these items 
are culled from his past experience; for example, a farm- 
hand who has been in hospital fora week may say that 
he was tending his cows the previous duy. 

This syndrome is usually associated with alcoholism and 
accompanied by peripheral neuritis, but it has been 
described in a variety of toxic and organic illnesses; for 
example, severe infections, intoxication with lead, arsenic, 
carbon monoxide and other poisons, uremia, cerebral 
syphilis, arteriosclerosis, intracranial tumour and after 
head injury (Hunter, 1956; Brain, 1955). A search through 
the literature fails to reveal any cases brought on by 
attempted hanging. Only two papers might be pertinent, 
but these are in another language (Strémgren, 1946; 
Berczeller and Nowotny, 1935). Therefore —-. a case is 
unusual enough to warrant recording. 

The description of the case which follows diiinalians that 
(i) this rather special syndrome, sometimes called the 
amnestic syndrome, can be produced by the cerebral anoxia 
due to hanging; (ii) despite the very gross initial damage 
to cerebral function, gradual improvement and near 
recovery can occur. 

Clinical Record. 

The patient, a young man, aged 22 years, was found 
hanging and almost dead on December 19, 1956. The 
father stated that he must have been hanging for 10 
minutes. On his admission to a general hospital he was 
unconscious, cyanosed and had marked pulmonary edema; 
a tracheotomy was performed shortly after. His condition 
remained critical for 48 hours, and a very poor prognosis 
was given. During that period the pupils of his eyes 
reacted sluggishly, his limbs were sometimes spastic, his 
knee jerks were absent and the left plantar response was 
equivocal, but there were no other abnormal signs in 
the central nervous system. He was incontinent and his 
breathing was periodic. 

By December 21 (second day) he was conscious and 
responding to simple commands. He continued to progress, 
but for several days was quite irrational, confused, dis- 
orientated and sometimes restless. He was discharged 
to a private hospital on December 28 (ninth day). There 
he had one application of electroconvulsive therapy, as he 
had seemed depressed, but he, continued to be grossly 
confused and wandered from room to room without reason; 
he had no memory for dates and was said to be defensive 


in his answers. He was transferred to Heathcote Reception 
Hospital, Perth, on January 5 (seventeenth day). 

On admission to this hospital, the outstanding feature 
was the patient’s recent and retentive memory defect. 
He was disorientated for time and place, and could not 
retain the correct reply even when this was given to him. 
He could not remember even the simplest item for 
longer than 30 seconds. There was no .evidence of 
psychosis or mood disturbance, and it was impossible 
to establish the mental condition which had culminated 
in the suicidal attempt. He was prescribed, rather 
empirically, vitamin B complex given by intramuscular 
injection in doses of 50 milligrammes twice a day. 


On January 8 (twentieth day) he was interviewed at 
length and a verbatim account taken of questions and 
answers. The following are some extracts. 

, “Do you remember seeing me before?” 

“Yes.” 

“Where have you seen me?” 

“Down at the Ampol Service Station.” 

“Where?” (rather surprised). 

“The Ampol Service Station.” 

“What was I doing there?” 

“You were checking the manager’s condition.” 

“What would you say my job was?” 

% “Oh, I don’t know. I suppose you were just checking 
im.’ 

“You mean medically?” 

“What would you say my job was then?” 

“Well—I couldn’t say what your job was.” 

“I’m a doctor, isn’t that so?” 

“You.” 

“Do you know my name?” 

“Smith, isn’t it?” 

“Smith, is it?” 

“I’m not sure.” 

“Can you remember who brought you here?” 

“No, I can’t remember the gentleman, I don’t think.” 

“Was it your father or your uncle?” 

“No, I don’t think so.’ 

“Who was it?” 

“It wasn’t my father—it was one of the doctors from 
the—from the one over at—from the hospital at—what 
is it they call it—Swanbourne, isn’t it?” 

(In fact, the father brought him.) 

“What school did you go to?” 

(Names school correctly.) 

“How long were you there?” 

still there.” 

“How do you mean you’re still there?” 

“Well, I was still there.” 

“What age did you leave school?” 

“T haven’t left school.” 

“You’re still at school?” 

“I should be.” 

“Are you sure about that now?” 

“Yes. I should have been there. I hadn’t finished 
my—well, I was going for my Leaving for the—what 
do they call it—the Intermediate.” 

“How old are you now?” 

“T’m—I should be 21 now, I think.” 

“Would you still be at school then? At 21?” 

“Foe.” 

The foregoing demonstrates his confusion and 
tendency to confabulate. 

He was asked to remember a man’s name and an 
address: Mr. Smith, 13 Riverside Drive, Perth. After 
one minute, 50 seconds, the conversation was as follows: 

“What was. the man’s name and what was the 
address?” 

“Was the name Kingsley?” 

“No. Do you remember the address et all?” 

“12, wasn’t it?” 

“All right, that’s near enough. 12 what?” 

“12, what—a street?” 

at can you remember it at all?” . 

“What was the man’s name? Think hard. Was it 
Brown?” 

“No.” 

“Was it Green?” 

“No.” 

“Was it Black?” 

“No.” 

“Was it Smith?” 

“No.” 
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“Was it Reynolds?” 

“No. ” 

“You thought it was Kingsley, dia you?” 
“T didn’t—did I say Kingsley?” 

“Yes.” 

“I didn’t, did I?” 

“Yes.” 

“Well, I’ll say it was then.” 

“It was Smith—Mr. Smith.” 

“Smith, was it?” 

The foregoing demonstrates his severe memory defect 
and his inability to recognize the correct reply when it 
was suggested to him. 

On January 17 (twenty-ninth day) psychological tests 
The results were as_ follows. 


were carried out. 

(a) Bellevue-Wechsler intelligence (Form I): Verbal 
intelligence quotient, approximately 66. (b) Wechsler 
memory scale (Form I): Memory quotient, 59, Severe 


disorganization of intellectual processes was found; full 
testing could not be performed since he became too dis- 
orientated to cope with the tests. 

By January 30 (forty-second day) definite improvement 
was noticeable, but it was only slight. He was discharged 
home on that day, as it was thought that familiar sur- 
roundings might be as beneficial as anything we could do. 
He was given a supply of vitamin B complex tablets. A 
very guarded prognosis was given, and arrangements were 
made to see him again. 

When interviewed on March 1 (two and a half months), 
there was a very extensive improvement. Retention was 
very good; he remembered three test items after five 
minutes’ conversation about other matters; orientation was 
correct; memory for dates was good. He was asked to 
give an account of the day’s happenings and those of the 
previous day; he did this in detail and perfectly correctly, 
as later checked with the mother. There was now no 
tendency to confabulate. The mother, an intelligent 
person, estimated his memory to be 80% intact. However, 
he had an almost complete amnesia for 1956 (of debatable 
etiology). The patient experienced some insomnia and 
occasional lethargy. 

Psychological tests were performed on May 2 (four and 
a half months). The results were as follows. (a) Bellevue- 
Wechsler intelligence (Form I): Verbal intelligence 
quotient, 118 (66 previously); performance intelligence 
quotient, 114; full scale intelligence quotient, 117. 
(b) Wechsler memory scale (Form I): Memory quotient, 
76 (59 previously). Form II of this test was. carried out 
= July 30 (seven and a half months) :- Memory quotient, 

The psychologist reported as follows: “The outstanding 
feature of these results is the marked recovery of intel- 
lectual ability, with little indication of deterioration 
remaining. The only observable remaining deficiency is 
in the low memory quotient. This is caused by difficulty 
in learning new material (as shown in associate learning 
tests) and in maintaining mental control when handling 
simple serial counting... The findings show a return to 
his previous functioning level, with only slight memory 
impairment remaining.” 

Comment. 

This case is of some interest since it demonstrates how 
specific the response may be to cerebral anoxia or 
asphyxia. Why the amnestic syndrome should result rather 
than a more global dementia is a matter for speculation. 


The heartening aspect of the case is that almost full 
recovery occurred, despite the gross initial damage, within 
a period of some five months. A cautious, though hopeful, 
prognosis may therefore be given in similar cases. 
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Addendum. 


_ “The Revival of Anne Greene, Hanged at Oxford in 1650 
... On the 19th she was up and did eat part of a Chicken 
and her neck was mending. Soon after, she repaired to 
her Friends in the Country, taking away with her the 
Coffin ‘wherein she lay, as-a Trophy of her wonderful 
Preservation.” (Quoted by Robertson, 1935.) 
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(The mention of a book in’ this column does not imply that 
no review will appear in a subsequent issue.] 


by the 


“Sherrington: Physiologist, Philosopher and Poet”, 
Right senerrotte Lord Cohen of Birkenhead, M.D., D.Sc., 
F.R.C.P., F.A.C.P., F.F.R., F.S.A,, J.P. ; 1958, Liverpool : 


Liverpool University Press. 84” x 53”, pp. 122, with 20 illus- 
trations. Price: 17s. 6d. (English). 

The fourth in the series of Sherrington Lectures delivered 
under the auspices of the University of Liverpool. 


“The Story of Heart Disease”, the FitzPatrick Lectures for 
1956 and 1957, given before the Royal College of Physicians 
of London by Terence East, M.A., D.M. (Oxon.) ; 1957. London: 
William Dawson and Sons, Limited. 834” x 5%”, pp. 148, with 
11 illustrations. Price: 30s. (English). 


Four lectures on the history of heart disease delivered by 
a clinician. 


by E. 
‘Joron, B.A., 
Edinburgh and 
44” x 7%”, pp. 224. 


“Handbook of Treatment of Acute Poisoning’, 
Bensley, M.B.E., B.A., M.D., F. G. E. 
M.D., C.M., Second Edition ; 
Loridon: E, and §S Livingstone, Limited. 
Price: 15s. (English). 

This book is intentionally limited in its scope, covering 
only treatment of acute poisoning with the emphasis’ on 
emergency measures. 


“Having a Baby’, by J. F. Robinson, M.B., Ch.B.; Second 
Edition ; nF 958. Bainibure and London: E. and S. Livingstone, 
73” tien)! “, pp. 108, with many illustrations. Price: 


6s. 6d. (Engl 
The purpose of this book is to help young married couples 
beer intend to become parents along the best way to parent- 


“Surgery: for Students of Nursing”, by ar ag Cairney, D.Sc., 
M.D., F.R.A.C.S., with a foreword by Miss M. I. Lambie, C.B.E.; 
Third Edition ; "1958. New Zealand: N. Xe Jperver, Limited. 


83” x 53”, pp. 359. Price: 40s. (New Zealand 


The book has been fully revised, and a chapter on anzs- 
thesia has been added. 


“The Fac . Rd Mental Health and Illness’, by K. R. 
Stallworthy, M.B., Ch.B.; 1958. New Zealand: N. M. Peryer, 
Limited. 83” x 5”, pp. 218. Price: 22s. 6d. (New Zealand). 


The aim of the book is to give the interested layman a 
on, and accurate account of the facts of mental health 
an ness. 


“Surgery in Infancy and Childhood : A Handbook for Medical 
Students and General Practitioners’, by Matthew White, M.A., 
M.B., Ch.B., F.R.F.P.S., F.R.C.S., and Wallace M. Dennison, 
M.D., F.R.FP.S., F.I.C.S.; 1958. Edinburgh and London: E. 
and 8. Livingstone, Limited. 84” x 53”, pp. 456, with 226 “iiiua- 
trations. Price: 45s. (English). 


Teaching based on ex rience in the Royal H ital. ‘for, 
Sick Children, Glasgow. 
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-’ HORMONES AND BREAST CANCER. 


A DISTINCT RELATIONSHIP exists between certain cancers 
and the hormonal condition of the patient. So far as is 
known, the relationship applies only to some cancers of 
the breast and of the prostate, but this does not diminish 
the practical or the theoretical importance of the fact. 
In breast cancers the hormones concerned seem to be the 
estrogens. It has long been known that cancers of the 
breast may be induced in mice by injection of estrogens, 
and that clinical remission may follow removal of the 
ovaries of an affected patient. The first oophorectomy for 
advanced breast cancer was performed by G. Beatson in 
1896, long before estrogens were known. Since then the 
operation has been performed on many women suffering 
from advanced breast cancer, with or without metastases, 
and varying results have been obtained. Some patients 
do not react at all, others react to a remarkable degree. 


As an alternative to removal of the estrogen-secreting 


ovaries, the male androgens have been administered, par- 
ticularly testosterone. In about 30% of patients treated 
the results are reported to be very good, with relief of 
pain, recalcification of bone metastases and shrinkage of 
visceral metastases. Unfortunately, the side-effects of 
testosterone can be very distressing and even fatal, so that, 
on balance, there are few indications for its use. 


In July, 1957, a conference was held at the University of 
Glasgow on the “Endocrine Aspects of Breast Cancer”. 
This was attended by 88 workers in surgery, pathology 
and endocrinology who were interested in breast cancers 
and their relation to hormones, and 45 papers were pre- 
sented. The papers and summaries of the discussions have 
been published in book form.: Of interest to consider in 
relation to this book is an article describing the present 
position of studies on this subject written by Sir Stanford 
Cade,? who was also one of the speakers at the conference 
in Glasgow. The following summary of current knowledge 
is based on these sources. 


1“Endocrine Aspects of Breast Cancer: Proceedings of a 
Conference Held at the University of Glasgow, 8th to 10th 
July, 1957”; edited by Alastair R. Currie, B.Sc., M.B., F.R.C.P. 
(Edin.) ; foreword by C. F. W. Illingworth, C.B.E., M.D., Ch.M., 


_F.R.C.S. (Edin.), F.R.F.P.S.; 1958. Edinburgh and London: 


E. and S. Livingstone, Limited. 84” x 5”, pp. 356, with many 
illustrations. Price: 37s. 6d. (English). r 
Northwest Med., 1958, 57: 299 (March). 


With the discovery that estrogens were produced by the 
adrenal cortex as well as by the ovaries, it became obvious 
that removal of the ovaries was not sufficient to remove all 
the estrogens. C. Huggins in 1945 was the first to suggest 
and to practise bilateral adrenalectomy, and his work is 
summarized by Cade. Huggins found that gonadectomy 
was followed by an increase in adrenocortical functions. 
In women, estrogens continued to be excreted after 
oophorectomy and were often, although not always, 
eliminated by adrenalectomy. Since then a considerable 
number of women have ‘had the double operation for 
advanced breast cancer. Cade states that about 60% of 
his patients, so treated, have shown evidence of control of 
metastases, the improvement lasting from three months to 
nearly four years. Improvements are subjective, objective, 
or both. In patients with objective improvement skeletal 
metastases undergo the most change, with considerable 
recalcification. Pain generally goes, and there is improve- 
ment in well-being. It is, of course, necessary to give 
cortisone as replacement therapy. J. Hellstrom and C. 
Franksson, in Stockholm, have had similar experiences. 
Of 166 patients, over 50% showed immediate improvement, 
and 40% showed improvement for at least six months. 
L. N. Pyran, of Leeds, has obtained similar results. 


In 1951 R. Luft and H. Olivecrona, in Sweden, began 
their studies on the effects of hypophysectomy on metas- 
tatic breast cancer. Their purpose was to achieve a com- 
plete elimination of steroid hormones. Hypophysectoimy 
results in the elimination of the functions of the adrenals, 
accessory adrenals, ovaries, thyroid and growth hormone. 
Experimental evidence suggests that pituitary hormones, 
other than those controlling production of steroid hormone, 
are also concerned with the growth of breast cancers. R. 
Luft, H. Olivecrona et alii reported to the conference the 
results obtained in 59 women from surgical hypophysec- 
tomy by fronto-temporal craniotomy. Objective remission 
was induced in over half the group, the mean duration of 
the remission being 17 months. Hypophysectomy was 
histologically incomplete in several instances. B. S. Ray 
and O. Pearson,,of New York, reported similar results 
after surgical hypophysectomy. Of the patients who 
survived the operation, over 50% had objective remission 
of the cancer. Cortisone and dried thyroid were given 
as replacement therapy. Owing to the difficulty and danger 
of the surgical interference other methods of destroying 
the pituitary have been sought. The introduction of radon 
seeds and radioactive gold grains into the sella turcica by 
the intranasal route has been tried. These give off mainly 
gamma radiation. Owing to the widespread action of 
gamma radiation, these have not, in general, been very 
suitable, particularly the radon seeds. K. H. Bauer and 
L. A. Schweitzer reported good results from the use of 
radioactive gold implantations into the sella turcica, but 
others have not reported so favourably. Theoretical con- 
siderations suggest that a beta-emitter is preferable to a 
gamma-emitter. Two radioisotopes which emit mainly beta 
rays have been suggested, phosphorus 32 and yttrium 90. 
Buxton et alii injected into the pituitary phosphorus 32 in 
the form of a-solution of colloidal chromic phosphate. The 
results show that this isotope, at any rate in this form, is 
of little value for producing irradiation hypophysectomy. 
The most successful results have been obtained with 
yttrium 90. This emits beta rays of high intensity and low 
penetrating power and has a half-life of only 64 hours. 
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Yttrium oxide is compressed and fused into small rods, 
which are introduced into the pituitary through a hollow 
needle by the intranasal route under X-ray supervision. 
Forrest et alii, using this technique, found that the 


remissions in the cancers were about the same as in a | 


parallel series with simultaneous oophorectomy and 
adrenalectomy. In a discussion of comparisons and results 
of adrenalectomy and hypophysectomy, H. J. B. Atkins 
sums up the present position as follows: “The, position 
would seem to be that in hypophysectomy we have a 


therapeutic measure which is almost certainly as good as, 


and may be better than, adrenalectomy with oophorec- 
tomy.” He states that post-mortem examinations made 
after hypophysectomies by any method have all revealed 
histologically normal pituitary cells under the right optic 
nerve. It is possible that more complete removal of the 
pituitary may produce better results. 


Slightly more than two-thirds of the proceedings of the 
conference are taken up with discussions on pathology 
and hormone studies. J. A. Loraine considers the deter- 
mination of gonadotrophin excretion as a means of select- 
ing patients for hormonal treatment and offers some hope. 
Opportunities have been taken by several groups of 
workers to study the general effects of removal of the 
adrenals and pituitary gland in man. The results obtained 
are much as would be expected from animal experiments. 
Of great interest are the discussions on accessory adrenal 
tissue and the naso-pharyngeal pituitary in relation to the 
relative failures in treatment of breast cancer. | 


The whole of the proceedings of the conference are 
interesting and worth close study by surgeons interested 
in cancers of the breast and by all interested in the 
activities of the pituitary and adrenals and their relation 
to estrogen production. The practical position seems fairly 


definite. “It can be said clearly that adrenalectomy and 


hypophysectomy are the only available methods which in 
a proportion of patients offer a- possibility of regression 
of disseminated cancer otherwise untreatable and beyond 
hope.” So states Sir Stanford Cade, and this seems to be 
the opinion of all the speakers in the clinical part of the 
Glasgow conference. There seems to be general agreemcnt 
that, by means of measures aimed at endocrine removal, 
a beneficial response can be obtained in about 50% of 
subjects treated, though a good remission lasting for a 
year or longer will be observed in rather less than 25%. 
Complete and permanent remission is rare. How one 
should select subjects for operation is not fully clear. 


<i 


Current Comment. 


MIGRAINE. 


MiGRAINE is a very common condition, markedly familial, 
and varied in its symptomatology. The symptoms may be 
divided into three fairly distinct phases, the aura, the pain 


and the associated symptoms. The most common aura are - 


visual, and these are most commonly scintillomata of 
various types, which are followed after a short interval 
by pain, usually a one-sided headache of variable intensity. 
The later associated symptoms, such as nausea, vomiting, 
photophobia, double vision and drowsiness, may not 
appear. 

The disturbances of vision which may occur before or 
after the headache are very variable, and may be 


progressive, homonymous, altitudinal or heteronymous 
hemianopsia, or fluctuating quadrant hemianopsia, as well 
as more or less complete visual obscuration. These visual 
disturbances may follow the appearance of moving 
scintillomata with no or very slight headache. The diag- 
nosis is often difficult here and one must depend to a 
large extent on the history of the family as well as the 
patient. Aura referred to.other parts of the body some- 
times occur, such as numbness and the feeling of pins and 
needles in the limbs. R. T. Ross' has described six cases 
ot minor hemiplegic migraine. The symptoms varied 
considerably in the different patients, but all showed 
numbness in the arms and legs of one side, often with 
paresthesia, sometimes with almost complete paralysis of 
one side. These symptoms commonly followed visual 
changes of different types. The presence of headache was 
usual, but not invariable. Several of these patients might 
have been diagnosed as suffering from cerebral angioma, 
and the differentiation between aberrant forms of migraine 
and cerebral angioma is often very difficult, if not 
impossible. 


Ross discusses the relation of the aberrant migrainous 
symptoms to the causation of the migraine. A majority 
of migrainous subjects evidently have vasospasm only in — 
the area of the calcarine cortex or possibly in the retinal. 
He suggests that the somatic symptoms seen in these 
hemiplegic patients represent an extension of this vase- 
spasm into the Rolandic area. . The quality of the aura 
and their duration depend on the duration of the vaso- 
spasm. Visual loss may be slight and momentary, or 
complete and lasting several hours. Similarly, when the 
vasospasm is located more anteriorly and is of short dura- 
tion, it produces only the feeling of pins and needles. When 
the spasm persists, the symptoms become more severe and 
last longer. When the aura are somatic as well as visual, 
the diagnosis may be hazardous. This is more so when 
the symptoms are only somatic. .When the somatic systems 
vary from one side of the body to the other, or occur 
consecutively on the two sides in the same attack, the 
diagnosis of migraine is more certain. The problem 
remains that, although the vasospasm in the cerebral 
cortex accounts for the symptoms of migraine, we still do 
not know why vasospasm occurs and why it is localized. 


A MOTOR CAR SAFETY BELT. 


OnE practical device suggested as an aid in reducing 
the injuries réceived in motor car accidents is the safety 
belt. At present there is general indifference and a good 
deal of resistance to this idea, but’ it is slowly gaining 
ground. An important aspect of the matter is of course 
the designing of an effective and acceptable belt, and much 
thought has gone into this. Real progress is apparent in 
information that has come to hand this year from Sweden’s 
largest power undertaking, the State Power Board in 
Stockholm. The Board’s activity in this direction was 
prompted by purely domestic motives, the promotion of 
the safety of its own employees, but the result is of 
general interest. The Board is satisfied, after carrying 
out a long series of experimental studies, that it has 
designed a motor car safety belt which fulfils very high 
demands with respect to safety. It has been installed in 
all the Board’s service vehicles, of which there are abou! 
one thousand, and in view of the widespread public interes 
it has aroused it is now being produced commercially 
under licence. Swedish motor car manufacturers have 
also adopted the belt as a standard. 


The new belt, which has been designed as simply as 
possible, partly on psychological grounds, consists of a 
chest strap fitted with an emergency clasp. . It has been 
designed in consultation with doctors and other experts 
and is related to the dynamic stress the human body is 
capable of tolerating. In the event of a crash the belt 
stretches and rebounds only to a slight extent. Con- 


1 Canadian M. A. J., 1958, 78:10 (January 1). 


JULY 12, 1958 


THE MEDICAL JOURNAL OF AUSTRALIA 57 


sequently the stress on the human body. is reduced, and 
the person seated in the car is not jerked back so 
violently as to involve a risk of serious injury. 


When the experiments were first started in 1955 it 
was found that only the vaguest ideas existed, both in 
Sweden and abroad, concerning the stresses for which the 


belt should be planned and the most suitable form for its 


design. Data relating to the tolerance of the human body 
to stresses when subjected to rapid changes of speed 
were obtained from the United States Air Force, which 
had carried out extensive studies and experiments. The 


_next step in the investigations consisted in determining 


the nature and magnitude of the stresses set up by a 
motor car crash, and for this purpose an old car was lifted 
by a crane to a height of 17 metres (about 55 feet) and 
dropped to the ground. The experience gained from this 
test was applied to the construction of an installation 
consisting of a testing sled, a life-like dummy and a 
crash, pit. All commercially available car safety belts 
‘were tested with this equipment, but it was found that 
they all suffered from serious defeets. When collisions 
‘took place, the straps set up stresses that caused the 
seats to “crumble”, with the result that the valuable 
life-saving displacement in the car was largely wasted. It 
was also found that the nylon belt gave substantial 
rebounds, while, on the other hand, almost all the linén 
belts were “under-dimensioned” and snapped under stress. 
It was first necessary, therefore, to remedy these draw- 
backs, which might prove disastrous in a real test. This 
was duely done, and in the car safety belt of the State 
‘Power Board type which was designed shortly afterwards 
it is considered that these faults have been almost entirely 
eliminated. Moreover, the results of the tests have been 
adopted as a basis for suggested standards for motor 
ear safety belts, which were discussed at a conference in 
‘Geneva. 


Full details of the tests, with all the technical data, 
have been set out in a brochure issued by the Board, and 
design conditions for the belt have been laid down. One 
thing not clear from this document is the material from 
which the belt is made, but the implication appears to 
be that it is a webbing of nylon and soft stainless steel. 
The design, as.has been mentioned, has been kept as 
simple as possible. Thus the belt consists of two straps 
only, around the chest, and these are held together by a 
-quick release clasp mechanism which also does service as 
a buckle. It is laid down that rupture strength and 
-elongations of the belt sRould accord with an ideal diagram 
‘that has been prepared. Attachment points of the belt to 
the car have been chosen so as to provide the largest 
possible measure of protection against the head and chest 
injuries so typical of automobile accidents, and the belt 
is also so placed as to avoid placing stress on the car 
eat or encumbering movements of rear seat passengers. 
It is admitted that a harness consisting of hip and chest 
‘straps, if arranged so as to eliminate vertical pressure 
on the’ spine, provides better protection than the single 
-sling belt. However, the complicated nature of this design 
is recognized to be a serious drawback to its widespread 
use. This is important, as the average motorist will have 
-to be wooed into accepting a safety belt at all, and every 
‘psychological factor must be taken into account. 


SHERRINGTON: PHYSIOLOGIST, PHILOSOPHER 
AND POET. 


Tue closing years of the nineteenth and the opening 
-years of the twentieth century witnessed the peak of 
“British physiology. The giants of that science in that age 
-were J. S. Haldane, F. G. Hopkins, J. N. Langley, C. S. 
Sherrington and E. H. Starling; some might add E. A. 
Schafer. Close to these in achievement were J. Barcroft, 
“W. M. Bayliss, F. Gotch, Leonard Hill, C. J. Martin, 
-Benjamin Moore and A. D. Waller. Burdon Sanderson and 


Michael Foster were in the autumn of their lives, whilst 
Gaskell had abandoned his pioneer researches on con- 
duction in the heart and was trying to discover the origin 
of vertebrates by examination of lamprey larve. No one 
will now challenge the contention that Sherrington was 
the greatest of that galaxy. We have now his biography, 
condensed but comprehensive, from his birth in 1857 to 
his death in 1952.1 


The biographer, Lord Cohen of Birkenhead, who studied 
under J. S. Macdonald, Sherrington’s successor in the 
University of Liverpool, gives an admirable exposition of 
Sherrington’s original contributions to physiology and 
physiological psychology. Sherrington took the refiex as 
the fundamental unit in the functioning of the nervous 
system, and with admirably designed and conducted experi- 
ments revealed one marvel after another. Today so much 
of his work is embedded in the accepted physiology of 
the nervous system that an enumeration of his contribu- 
tions looks like an exposition of the whole subject. So 
when we use terms like final common path, proprioceptive 
memory, the cerebellum as the head ganglion of the 
proprioceptive system, decerebrate rigidity, plurisegmentai 
innervation, summation of subliminal stimuli, reciprocal 
innervation and many other such, we are only quoting 
Sherrington’s work. Many famous neurologists and 
physiologists have testified to the preeminence of his book 
“The Integrative Action of the Nervous System”, regarding 
it as a classic and the creator of a new era in neurological 
research. That there is a danger of underrating his 
earlier writing may perhaps be indicated. In 1900 there 
appeared the large two-volume “Text Book of Physiology”, 
edited by E. A. Schafer. Sherrington contributed the 
chapters on the spinal cord and brain stem. Schifer, as 
editor, chose to deal with the cerebrum; and though 
his presentation is of value, it is nothing like what 
Sherrington could have _ written. Many teachers of 
physiology and many earnest students in this science in 
many countries have found these chapters inspiring to a 
high degree and completely displacing earlier efforts. One 
may perhaps express the opinion that one experiment of 
Sherrington has not been given the emphasis it deserves. 
He, by appropriate sections in a dog, deprived the brain of 
all visceral, at least abdominal visceral, information and 
found clear evidence of emotional happenings in the lips 
and eyes, thus disproving a current hypothesis as to the 
visceral origin of emotion. 


Sherrington had a good classical education, as his 
biographer notes, and this led him to avoid hybrid 
neologisms in his writings. He never acted as critic or 
offered a correction, but one cannot fail to notice the 
absence of such terms as homolateral, heterolateral, penta- 
valent and the many applications of hypo- and hyper- 
where sub- and super- would be not only linguistically 
correct but less liable to confusion in utterance. As 
philosopher, Sherrington explored the problem of the rela- 
tion of mind to matter, an inquiry in which he was no 
more successful than was Aristotle, and for the same 
reason, that with the faculties we possess elucidation of 
the mystery is not within our powers. We may leave his 
poetry to literary critics for analysis and assessment; all 
that may be mentioned here is that, as his biographer 


* points out, it is not derivative but, like his neurological 


discoveries, Sherringtonian in quality. 


It has excited wonder that at the peak of Sherrington’s 
career, namely, when he was in the chair of physiology in 
Liverpool, he inspired so few disciples. The explanation 
is simple—he was too big, too Olympian for contemporaries 
to assimilate and understand. However, in later life there 
arose a bright band of inspired followers, and it is pleasant 
for us to record that the Sherrington tradition has been 
carried on especially by the Australian, Sir John Eccles. 


1“Sherrington: Physiologist, Philosopher and Poet”, by the 
Right Honourable Lord Cohen of Birkenhead, M.D., D.Sc. 
LL.D., F.R.C.P., F.A.C.P., F.F.R., F.S.A., J.P,; 1958. Liverpool: 
Liverpool University Press. 83” x 54”, pp. 122, with 20 illus- 
trations. Price: 17s. 6d. (English). 
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Literature, 


OBSTETRICS AND GYNAICOLOGY. 


‘ 


Induction of Ovulation. 


. & Gynec., February, 1958) descri 
their results in 20 patients with anovula- 
tion treated by a single dose of 20 milli- 
grammes of conjugated cestrogens given 
intravenously. The treatment was directed 
at releasing from the pituitary gland 
luteinizing hormone, the production of 
which is generally primed by cestrogenic 
hormone from the developing ovarian 
follicle. If the ovary is unable to produce 
this hormone in sufficient amounts, the 
administration of intravenous cestrogen 
is indicated. The selected patients should 
be euthyroid with normal adrenal cortical 
function and giving a menstrual response 
to an intramuscular injection of 100 
illi es of progesterone in oil, which 
is taken as evidence of the presence of a 
proliferative endometrium. The injection 
was given no sooner than the eighteenth 
day of the menstrual cycle in order to 
avoid the possibility of confusing positive 
results of induction of ovulation with 
spontaneous ovulation. Ovulation was 


injection, and the discovery of secretory 
endometrium on endometrial biopsy on 
the first day of the ensuing menstrual 
period, or conception. Nine pregnancies 
resulted among the 17 infertile patients 
in whom ovulation was induced after no 


more than two cestrogen injections. In 


three other patients there were normal 
twenty-eight-day cycles for one period 
following that induced by cestrogen. 
The treatment was capable not only of 
inducing ovulation in the cycle in which 
it was administered but also kept the 
pituitary-ovarian cycle self-perpetuating 


for at least a limited time. In 16 patients 


in whom there was no response to this 
treatment it was argued that the failure 


. was due to a mechanical inability of the 


ovary to respond to stimulation, i.e. 


polycystic ovaries. In eight cases in - 


which operation was performed, this 
iagnosis was confirmed by wedge 
resection of the ovaries. Three of these 
patients have subsequently become 
pregnant. 


Cesarean Section and Perinatal 
Mortality. 


J. E. Hatz, 8S. G. Kont anp H. R. 
ScHECHTER (Am. J. Obst. & Gynec., 
February, 1958) evaluate the various 
factors contributing to infant loss in a 
series of 3816 Cesarean sections out of a 
total of 85,556 single ‘deliveries, an 
incidence of 4:46%, coming from 10 
hospitals. There were 2219 primary 
operations and 1597 repeat sections in 
the series. The gross perinatal mortality 
in the primary group was 9-0% and 
2-9% in the repeat group. In the entire 
series lower ent Cesarean section was 
performed in 84:3% of the cases with a 
perinatal mortality of 4:99%; classical 
Cesarean section was performed in 10-9% 


perinatal loss in the classical elective 
group as compared to the elective lower 
segment group. The perinatal loss in 
the uncomplicated elective repeat section 
was 1-0%, which is the same as an 
uncomplicated elective vaginal delivery 
of term infants. The t of anzsthesia 
did not appear to be an im t factor 
in the cause of foetal death. The most 
frequent cause of death in the infants 
was hypoxia, often associated with 
atelectasis and- less frequently with 
pneumonia. Many premature infant 
deaths were assigned to prematurity 
without any specific lesion. Malforma- 
tions accounted for 4-8% of the perinatal 
mortality. 


‘Prognosis in Rh-Immunized 
Women. 


E. L. Potter (Am. J. Obst. & Gynec., 
February, 1958) presents a report on 241 
women immunized against the Rh factor 
who gave birth to 302 erythroblastotic 
infants or foetuses at the Chi Lying-In 
Hospital between January, 1935, and 
January, 1955. The survival rate in the 
last four years has been 64% in a series 
of 113 cases; there were 16 neonatal 
deaths and 25 stillbirths. Of the 241 
women observed during 20 years, one-half 
gave birth to living children in their 
first pregnancy in which erythroblastosis 
occurred ; 171 had had only one normal 
living child and had had no transfusion 
before the birth of their first erythro- 
blastotic child. The first affected child 
survived in 92, i.e. in 53-8% of these 
cases; in this series the child following 
the birth of any surviving erythroblastotic 
infant also survived:in 50% of cases ; 
following a stillbirth from erythroblastosis, 
the next child survived in only 10% 
of cases. With the improvement in 
treatment, a somewhat larger percentage 
of infants should survive in the future. 


Hypofibrinogenszemia and the 
Placenta. 


J. G. StourFeR AnD C. T. ASHWORTH 
(Am. J. Obst. & Gynec., February, 1958) 
present their observations on six patients 
with hypofibrinogenemia associated with 
pregnancy, four in association with a dead 
foetus, one of which was actually a 
missed abortion, and two in connexion 
with abruptio placente. Any patient 
with intrauterine retention of a dead 
foetus is a candidate for this condition. 
Apparently no one has observed its 
development where fotal death has 
occurred less than five weeks before 


‘delivery. The authors also add missed 


abortion to the list of potential patients. 
Patients with intrauterine foetal death 
should be carefully instructed to ce 
bleeding from any site: vagina, mouth, 
nose, rectum or schieaabentiaay.. Plasma 
fibrinogen studies should be done weekly, 
beginning at least three weeks after the 
foetal death has occurred. Should this 
level fall below 150 milligrammes per 
100 millilitres, the uterus should be 
emptied promptly; the method of 
termination of the pregnancy depends on 
the obstetrical and clinical condition. 
Fibrinogen should be given just before 
delivery in the absence of any bleeding 
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given immediately. The recommended 
dosage is two to four grammes given 
intravenously. If surgery is " 
fibrinogen should be given before operation 
is commenced. Whole blood should be 
used for immediate blood replacement 
and oxytocics used freely. The authors 
point out that commercial fibrinogen may 
contain the hepatitis virus. Once the 
uterus is emptied the plasma fibrin 
recovers to almost normal levels withi 
24 hours. The authors are firmly of the 
opinion that hypofibrin: mia results 
from a constant process of laying of fibrin 
in the intervillous spaces of the placenta 
in the dead foetus syndrome and from 
local deposition of fibrin at the site of 
placental separation in cases of abruptio 
placente. 


Carcinoma of Cervix. 


L. J. McCormack, D. BELOvIcH AND 
J. S. Kriecer (Am. J. Clin. Path., 
August, 1957) have analysed the results 
of the examination of 16,963 vaginal 
smears. These included smears from 85 
patients who were proved to have invasive 
squamous cell carcinoma; 79 of these 
smears were interpreted as malignant, 
one was classed as suspicious, and five 


‘as negative. In 12 instances the cyto- 


logical findings were the first intimation 
of malignancy. There were 92 patients 
with intraepithelial carcinoma, and in 
these the cytological diagnoses were : 
malignant cells in 85, suspected malignant 
cells in one, and normal in six. There 
were seven cases in which the diagnosis 
of cancer on cytological grounds was 
unproved, that is 4% of all positive 
diagnoses. The authors describe in detail 
their diagnostic criteria and have cor- 
related cytological and histological 
features. 


e SURGERY. 


Biliary Enteric Fistula. 


F. GLENN AND H. Mannix (Surg., 
Gynec. & Obst., December, 1957) discuss 
their experiences with 40 cases of biliary 
enteric fistule. The majority of patients 
with this condition are elderly and have 
a long history of biliary disease. ciated 
medical conditions in this up are 
frequent, and together with irreversible 
changes in the liver and biliary tract are 
responsible for a high morbidity and 
mortality following corrective surgery. 
Accurate evaluation and selective surgical 
therapy should make this condition less 
hazardous. The patients fall into three 
groups according to the mode of pre- 
sentation. The first group comprises 
those cases in which an accurate di i 
is established by the finding of air in the 
biliary system on X-ray examination, 
or demonstration of the fistula by the 
passage of barium from the alimentary 
tract into the gall-bladder or ductal 
system, or by intravenous cholangiography 
with tomography. In the second group 
the fistula is and revealed 
at cholecystectomy. The third type 


presents with intestinal obstruction due 
to a gall-stone lodging in the terminal 
ileum. Treatment depends upon the 


determined by a rise in the basal body 
temperature chart, increased pregnanediol 
excretion seven to ten days after the 
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conditions that prevail. In the first group, 
where the diagnosis is established, pre- 
tive preparation should include 
chemotherapy to protect the liver from a 
recurrent cholangitis and to reduce the 
intestinal bacterial flora. This is particu- 
larly important where the fistula involves 
the colon. Calculi are often present in 
the common duct and complete surgical 
correction includes cholecystectomy, 
common duct exploration and drainage, 
and repair of the enteric defect. Biliary 
fistula encountered at cholecystectomy 
requires careful consideration of the extent 
of liver damage, the site of the fistula and 
the degree of common duct involvement 
and the presence and intensity of jaundice. 
Where the operative risk is poor, it “is 
better to drain the common duct an 
defer corrective surgery until the patient 
is better p Small bowel obstruc- 
tion as the result of a gall-stone is an 
emergency demanding operation as soon 
as possible. Relief of the obstruction by 


‘removal of the calculus is the p 


rimary 
objective, and nothing more should be 
done at the operation. 


Antibiotic-Resistant Staphylococci. 


H. T. CasweE tz et alii (Surg., Gynec. & 
Obst., January, 1958) present their 
bacteriological and clinical experiences 
with antibiotic-resistant staphylococcal 
infections in a | general hospital 
over a period of one year. Phage typing 
indicated that nasal carriers of staphylo- 
cocci among hospital personnel played an 
insignificant role in the transmission of 
the organism. Efforts at control of 
hospital infections must include measures 
directed with equal vigour toward both 
air-borne infection and transmission by 
direct contact. Novobiocin and chlor- 
amphenicol are the only two systemically 
administered antibiotics studied’ by the 
authors to which these organisms are 
highly susceptible. Resistance can develop 
to these and the newer antibiotics and 
their use should be limited to those 
patients with significant staphylococcal 
infection whose 
= to any other antibiotic or 

er tic agent and whose infec- 
tion connect be controlled by other means 
such as adequate surgical drainage. The 
authors point out that infections with 
these antibiotic-resistant organisms do 
not constitute a temporary epidemic but 
represent a problem which must be faced 
for an indefinite period. Infected hospital 
personnel play a dominant role in the 
transmission of these organisms, but the 
role of the healthy nasal carrier is 
equivocal. Control of these hospital 
staphylococci cannot be attained by the 
discovery of additional antibiotics, for 
resistance to these new agents 
probably develop, as it has to the ones 
previously employed. Successful control 
depends on a return to strict sterile 
techniques combined with intelligent 
limitation of the use of antibiotic agents. 


Extrahepatic Biliary Tract Disease. 
J. Bascock R. C. EyERLY 
(Surg., Gynec. & Obst., December, 1957) 
record a study of 1055 consecutive patients 
with iliary diseases. Of 


tic bi 
these, 73% were subjected to operation. 
In the authors’ opinion a diagnosis of 
itis is not an 


organisms are not 


indication for operation. Choledochostomy 
following cholecystectomy was performed 
on 24% of the patients, calculi being 
found in 55% of these. Exploration of 
the common duct did not result in a 
higher mortality than simple cholecyst- 


ectomy in patients with chronic chole- 


cystitis and cholelithiasis. The mortality 
resulting from acute cholecystitis with 
cholelithiasis was five times that after 
operation for chronic cholecystitis with 
cholelithiasis. Associated cardiac disease 
in the aged patient contributed greatly 
to the mortality rate of the patients 
studied, especially among patients with 
“ acute gall-bladders ’’. Secondary opera- 
tions on the common duct were not as 
frequent as reported from many other 
clinics. 
operations in this group. The results were 


good in all patients operated upon for . 


retained stones or stenosis of the sphincter 
of Oddi. The condition of 50% of patients 
operated upon for stricture of the common 
duct was improved, the remainder having 
recurrent symptoms which are being 
treated conservatively. The over-all 
operative mortality was 3-4%. The highest 
mortality occurred in patients suffering 
from malignant disease of the biliary tract, 
the most frequent cause of death in this 
group being metastatic disease and hepatic 
failure. The mortality rate among males 
was twice as great as that among females. 
This review indicates that the majority 


-of patients suffering from biliary tract 


disease are over 50 years of age, and that 
the majority of deaths following operation 
occur in patients over 50 years of age. 
The authors state that the mortality can 
be greatly reduced, as in so many other 
afflictions, by earlier diagnosis and by 
more prompt surgical eradication of the 
disease. 


The Incidence of Polypi of the 
Colon and Rectum. 


I. Enquist (Surgery, October, 1957) 
found that the incidence of rectal and 
colonic polypi in 7608 asymptomatic 
persons, 45 years of age and older, studied 
at the Cancer Detection Centre at the 
University of Minnesota, is 19-2%. 
The author states that the results of his 
study do not permit definite conclusions 
regarding the proper handling of rectal 
and colonic polypi, as the question as to 
whether or not each lesion discovered 
represents a possible source of malignant 
degeneration cannot possibly be answered. 
He points out that many of the tiny 
lesions found d endoscopy dis- 
appeared without any treatment what- 
soever. 


Carcinoma of the Breast. 


C. Moore anp H. W. Suaw (Arch. 
Surg., October, 1957) review the records 
of 260 consecutive patients with carcinoma 
of the breast seen between 1934 and 1955. 
They analyse them as to stage on 
admission, five-year survival, and delay 
in diagnosis. On comparing two groups, 
an earlier and a later, in this series, they 
find that there was a doubling of the 
——- of Stage 1 admissions in the 

r group. There was also a doubling 
of the percentage of five-year survivals 
and a doubling of the percentage of 
patients coming for diagnosis and treat- 
ment within six months of the onset of 


the first symptoms. They find no reason 


There were no deaths following . 


for the improved survival rates except 
decrease in patient delay, since no 
essential change in selection or treatment 
occurred. Earlier diagnosis alone seems 
to increase the proportion of Stage 1 
admissions and to influence end results 
markedly. 


P. ABRAMSON, R. CLIFTON AND G. 
SLAGLE (Surgery, October, 1957) present 
a statistical comparison of two methods 
of treatment of breast cancer. Ninety- 
eight patients were treated by simple 
mastectomy followed by irradiation, and 
189 patients were treated by radical 
mastectomy. All were clinically Stage I 
or Stage II. The five-year survival rate 
following radical mastectomy was almost 
twice that of similar cases treated by 
simple mastectomy followed by irradiation. 


C. G. Morrtet anp E. H. Sovure 
(Ann. Surg., November, 1957) review 118 
cases of bilateral carcinoma of the breast. 
This represents an over-all known incidence 
of independent cancer of the second 
breast of 4%. They point out that on 
theoretical grounds the frequency of 
development of cancer in the second breast 
is not surprising, since carcinogenic 
factors, which have induced malignant 
change in one breast, may also be expected 
to exert a similar influence on the 
remaining breast tissue. The authors 
suggest that prophylactic simple 
mastectomy of the sound breast, in 
patients treated for unilateral breast 
cancer, may be an effective means of 
increasing the long-term survival rate 
of patients with breast cancer. They 
consider that the patient should be frankly 
informed of the risk of development of 
eancer in the second breast, and that 
prophylactic simple mastectomy should 
be offered to the patient if she desires 
maximum security against the future 
development of malignant disease in the 
other breast. Those patients who do not 
wish this should have frequent follow-up 
examinations and should be instructed 
carefully in the technique of self 
examination. 


Nitrogen Metabolism in the 
Surgical Patient. 


W. D. Howpen et alii (Ann. Surg., 
October, 1957) conducted metabolic 
balance studies into the effect of nutrition 
on nitrogen metabolism in surgical patients 
over a period of five years. They found 
that the nitrogen deficit and loss of body 
weight which occur in surgical patients 
who are maintained solely on glucose 
solutions following mild operative trauma 
are comparable to those found in normal 
individuals on similar nutritional intakes. 
In a series of male patients who had 
subtotal gastrectomies it was found that 
by giving adequate amounts of calories 
and nitrogen it was possible to minimize 
the loss of body weight and the nitrogen 
deficit. Female surgical patients with 
adequate amounts of nitrogen and calories 
can be maintained in nitrogen equilibrium 
and in many instances have a positive 
nitrogen balance and gain in weight during 
the early post-operative 
major portion of the nitrogen deficit 
reported to be the result of operative 
nutritional intake. 
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British Medical Association. 


WESTERN AUSTRALIAN BRANCH: ANNUAL 
MEETING. 


TH annual meeting of the Western Australian Branch of 
the British Medical Association was held at the R.AS. 
Pavilion, Claremont, on March 22, 1958, the President, Dr. 
A. A. MERRITT, in the chair. 


RETIRING PRESIDENT’S ApprEss, 
Dr. A. A. Merritt delivered his retiring president’s address 
(see page 37), 
INDUCTION OF PRESIDENT. 


_ Dr. Merritt introduced the incoming President, Dr. C. W. 
Anderson, and vacated the chair in his favour. 


ANNUAL Report oF COUNCIL. 


The annual report of the Council for the year ending 
March 22, 1958, was adopted. The report is as follows. 


The President and members of the Council of the British © 


‘Medical Association (Western Australian Branch) have 
much pleasure in presenting the fifty-ninth annual report 
of the Branch for the year ending March 22, 1958. 


Membership. 


The membership of the Branch has increased duitlie the 
twelve months ended December 31, 1957, by a net amount of 
68 as follows: 


Membership at December 31, 1956 .. 614 
Losses: 
Transferred to other 21 
Resigned .. 1- 
Terminated—unfinancial 2 
Deceased 2 
26 
588 
Gains: 
Elected 
94 
Membership at December 31, 1957 .. 682 


— 


Obituary. 


With deep regret we record the deaths of the following 
members which occurred during the year: Dr. G. A. James, 
Dr. C. W. McNamara. The sincere sympathy of the Branch 
is extended to the families of these late members. 


Meetings. ' 


In addition to the annual meeting, eight general meetings 
of the Branch were held. The subjects of these meetings 
were as follows: 


April: “Peripheral Vascular Disease”, Sir James Paterson 
Ross. 

May: “Signposts on the Highway of Youth”, Professor 
Ashley Weech. 

June: “Vascular Malformations”, Professor C. W. D. 
Lewis; “The Management of Eclampsia”, Professor G. King. 

July: “Studies in Normal and Abnormal paaattion in the 
Female”, Professor R. J. Kellar. ; 


August: Business meeting. 


September: “The Anatomy of Pain”, Professor D. Sinclair: 
“Why Collect Lymph”, Professor W. J. Simmonds. 


October: “Suture of the Cervix in Habitual Abortion”, Dr. 
. Connaughton; “Phonocardiography: in the Diagnosis of 
mmon Cardiac Disease’, Dr. C. Fortune and Dr. C. 
Walker; “Emotional Disorders in Children”, Dr. W. Wyatt. 


November: “Parathyroid Adenomata”, Dr. K. D. Gray; 
“Steroid Anzsthesia”’, Dr. T. R. Morley; “The Problems 
‘Arising during the Mole Technique for Dilating Cesophageal 
Stricture”, Dr. L. P. Gray; “Modern Trends in Neurology”, 
Dr. A. G. Fisher. 


Convocation. 


Only one meeting of convocation was held during the year. 
The meeting proposed for March 23, 1958, was cancelled, it 


- councillors. 


being the opinion of Council ‘that there were not sufficient 
items of importance or of a policy nature warranting the 
calling together of convocation. 

Council Meetings. 


Eleven meetings of the Branch Council were held. The 
record of attendance is as follows: 


Cc. W. Anderson (Federal Councillor) .. .. .. 
A. A. Barr (Councillor) .. .. .. «. « «+ 10 
B. W. Buttsworth (Chairman of Convocation) .. 9 
D. M. Clement (Federal Councillor) .. .. .. 10 
H. L. Cook (Past President) .. .. .. .. -. 9 
D. E. Copping (Councillor) «+ «+ 10 
A. L. Dawkins (Councillor)... .. .. 9 
L. I. Henzell (Commissioner of Public Health) 5 
A. Johnson (Commonwealth Director of Health) 7 
D. D. Keall (Honorary Treasurer) 
R. L. Leedman (Honorary Secretary) .. .. .- 10 
F. C. Macaulay (Honorary Assistant Scsheesey) 10 
A. G. Murray (Councillor) .. .. .. ere 


Office-Bearers and Councillors, 1958. 

The following members have been elected as office-bearers 
for 1958: 

President: Dr. C. W. Anderson. 

Vice-President: Dr. D. D. Keall. 

Honorary Secretary: Dr. R. L. Leedman. 

Honorary Treasurer: Dr. D. E. Copping. 

Honorary Assistant Secretary: Dr. F. C. Macaulay. 

Chairman of Convocation: Dr. B. W. Buttsworth. 

Federal Councillors elected for 1958: Dr. C. W. Anderson, 
Dr. D. M. Clement. 

The following members have been elected as the five 
ordinary members of Council for 1958: Dr. A: A. Barr, Dr. 
A. R. Bean, Dr. H. L. Cook, Dr. J. S. Lekias, Dr. R. 8. W. 
Thomas. 

It is desired to express, on behalf of the Branch, the 
warmest appreciation of the work done by the retiring 


Federal Council. 

Dr. C. W. Anderson and Dr. D. M. Clement were the 
representatives of the Branch on the Federal Council and 
attended two meetings of the Federal Council during the 
year, full proceedings of which are recorded in THE MEDICAL 
JOURNAL OF AUSTRALIA. Branch Council wishes to record its 
deep appreciation of the work performed by these members 
on behalf of the Branch. 


Representation. 


The Branch was represented at various meetings and 
conferences during the past year as follows: 


Council of the British Medical Association: Dr. Miles 
Formby. 


Federal-Council of the British Medical Association in Aus- 
tralia: Dr. C..W. Anderson, Dr. D. M. Clement, 


Interim Faculty of Medicine: Dr. Leigh Cook. 


Australasian Medical Publishing Company Limited: Dr. 
C. W..Anderson, Dr. D. M. Clement, Dr. Leigh Cook. 


“The Medical Journal of Australia” (Editor’s Representa- 
tive in Western Australia): Dr. Leigh Cook. 


State Health Council: Dr. D. M. Clement, Dr. Leigh Cook, 


_Dr. I. O. Thorburn, Dr. M. F. Williams. 


Health Education Council: Dr. A. A. Barr. 


Nurses’ Registration Board: Dr. R. H. Nattrass, Dr. L. E. 
LeSouef. 


Silver Chain Association: Dr. C. W. Anderson. 

Dental Board: Dr. I. O. Thorburn. : 
College of Dental Science: Dr. H. E. H. Ferguson. 
Joint Committee with Underwriters’ Association: oy: 


. Leigh Cook, Dr. H. M. Hill, Dr. G. B. Maitland. 


1Dr. W. S. Davidson deputized for Dr. L I Henzell at one 


“meeting. 
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St. John Ambulance Association: Dr. A. L. Dawkins. 
Optometrists’ Registration Board: Dr. D. D. Paton. 


Sex Education (Parents and Citizens’ Association) : Dr. 
I. O. Thorburn. 


au of Practices: Dr. L. A. Hayward, Dr. H. ‘H. 


pe Council of Western Australia: Dr. J. G. 

op. 

Western Australia Council of Social Services: Dr. C. W. 
Anderson. 

British Medical Agency Company: Dr. J. P. Ainslie, Dr. 
C. W. Anderson, Dr. A. L. Dawkins, Dr. R. D. McK. Hall, 
Dr. D. D. Keall, Dr. H. Macmillan, Dr. A. T. Pearson, Dr. 
G. S. Pestell, Dr. J. H. Stubbe. 

Medical Library of Western Australia: Dr. E. R. Beech, 
Dr. Leigh Cook, Dr. N. H. Robinson. 


Committees. 


The following are the members of standing subcommittees 
appointed by Branch Council: 


Publicity: Dr. A. A. Merritt (convener), Dr. C. W. 
Anderson, Dr. B. W. Buttsworth, Dr. H. L. Cook. 


Medico-Legal: The President (convener), Dr. A. A. Barr, 
Dr. B. A. Hunt. 


Medico-Pharmaceutical: Dr. C. W. Anderson (convener), 
Dr. A. A. Barr, Dr. B. C. Cohen, Dr. L. I. Henzell. 


Ethics: The President (convener), the Honorary Secretary, 
Dr. J. P. Ainslie, Dr. C Anderson, Dr. H. L. Cook, Dr. 
A. L. Dawkins, Dr. J. L. Day, Dr. L. E. LeSouef. 


Fees Dr. H. H. Sewart (convener), Dr. A. R. 
Bean, Dr. J. L. Day, Dr. R. L. Leedman, Dr. H. Macmillan. 


Committee to Confer with Benefit Organizations: Dr. 
H. L. Cook (convener), Dr. C. W. Anderson, Dr. D. M. 
Clement, Dr. D. E. Copping, Dr. A. Johnson (resigned 
January 15, 1958). 

Building: Dr. D. E. Copping (convener), Dr. B. C. Cohen 
(resigned December 24, 1957), Dr. A. L. Dawkins, Dr. D. D. 
. Leedman, Dr. A. A. Merritt, Dr. H. C. Pope, 
Dr. J..H. Stubbe. 

Drunken Driving: Dr. A. R. Bean (convener), Dr. C. W. 
Anderson, Dr. B. C. Cohen, Dr. A. T. Pearson, Professor . 
E. G. Saint. 

Social Relations: Dr. B. W. Buttsworth (convener), Dr. 
P. W. Atkins, Dr. H. 8. Cohen, Dr.. A. L. Dawkins, Dr. F. 
Macaulay. 

Post-Graduate: Chairman, Dr. J. G. Hislop; Honorary 
Secretary, Dr. M. G. F. Donnan; Members of Executive, 
Professor G. King, Dr. F. C. Macaulay, Dr. A. Murray. 


Hospital Policy: Dr. N. H. Robinson (convener), Dr. A. rs 
Bean, Dr. H. C. Callagher, Dr. D. M. Clement, Dr. A. 
Dawkins, Dr. J. L. Day, Dr. D. W. Fleming, Dr. Cc. Fortune, 
Dr. L. I. Henzell, Dr. D. D. Keall, Dr. R. L. Leedman, Dr. 
L. E. LeSouef, Dr. A. A. Merritt, Dr. H. H. Stewart, Dr. 
J. R. H. Watson. 

Amendments to By-Laws. 


The following amendments to the by-laws of the Branch 
were made during the year: 

New By-Law 24A. 24A, Geographic and Area Names: 
Except with the express sanction of Council, no member 
or group of members shall use the name of a medical 
practitioner, street, suburb, town or district to designate 

‘a medical practice. 

New By-Law 24B. 24B, Use of Terms “Clinic” and 
“Medical Centre”: Only with the express sanction of 
Council may “Clinic”, “Medical Centre” or similar terms 
be applied to a medical practice or place of practice. 
Except in exceptional circumstances, such sanction will . 
only be granted (a) where all members of such practice 
are in professional association with each other and (b) 
where a comprehensive service in the designated sphere 
is supplied. 

By-Law 21 is amended to read: 

By-Law 21. No member except with the approval of 
the Council conveyed to him in writing shall display his 
name-plate other than as follows: 

(a) At his principal place of practice and at premises 
where he attends regularly for the purpose of receiving 
his patients in the ordinary course of his practice and 
at those places where his pariners or assistants regu- 


larly practise. Provided that except with the approval 
of the Council conveyed to him in writing, no member 
shall have his name-plate at more than three places 
except that where a member’s practice is taken over by 
another the former’s name-plate may be retained by the 
incoming practitioner for a period not exceeding twelve 
months. When a practitioner vacates a premises his 
name-plate shall be removed but he may display for a 
period not exceeding twelve months the following notice: 
yi ee has removed to ............ 
The dimensions of this noticed shall not exceed in area 
one square foot. 

(b) At any of the premises mentioned in (a) above 
a member may have only one name-plate visible from 
the street frontage. Inside, or at the entrance to, the 
surgery premises, all the names, hours and places of 
consultation of those associated with the practice may 
be displayed, the lettering of such notice must not be 
taller than 1 in. 

: (c) He shall not indicate any specialty on his name- 
plate unless he confines himself to the practise of that 
particular specialty. 

(1) Two distinct specialties must not be mentioned 

except in the accepted form as illustrated later. 


(2) Such additional words as “Specialist” and “only” 
must not be used. 

(3) “Physician and Surgeon” is permitted because it 
implies “General Practitioner” and in this sense 
has sanction through custom. 


(4) “Physician” is accepted as a specialty and there- 
fore no other specialty may be mentioned. The 
same applies to “Surgeon”. 


(5) The specialty may be mentioned in one of several 
ways, though uniformity is desirable, e.g. 
“Diseases of the eye” or “oculist’” or “ophthalmic 
surgeon”, but “oculist (diseases of the eye)” is 
not permitted. “Radiologist” or “X-rays” are 
permitted. “Diseases of women” or “diseases of 
children” are permitted, or “gynecologist” or 
“peediatrician”. Also either “orthopedic surgeon” 
or “orthopedist” or “orthopedics” is permitted. 


(6) The name-plate should not have the specialty put 
in special prominence. Lettering of the specialty 
should be no larger than the lettering used in the 
member’s name and shall be in the same colour. 


(d) Doctor, Dr. or Mr. may precede the name, but 
degrees or diplomas should be reasonably restricted. If 
a higher degree is included, qualifying degrees shall be 
omitted. 

(e) The size of the plate should be reasonably small, 
but shall not exceed in area one square foot. 


(f) The size of printing on a notice serving as a name- 
plate shall not exceed 2 in. 


(g) The text of name-plates displayed at places of 
practice of a member shall be identical except for hours 
of consultation. 


(h) Flamboyant outside lighting is not permitted. 


(i) A member’s name shall not appear on any notice 
indicating direction to his surgery or premises. 


Publig, Health. 


We wish to take this opportunity of thanking Dr. Linley 
Henzell, the Commissioner of Public Health, and Dr. W. 8. 
Davidson, the Deputy Commissioner of Public Health, for 
their valuable cooperation and assistance during the year. 
The Council wishes to express its appreciation to Dr. A 
Johnson, the Commonwealth Director of Health in Western 
Australia, who has now been transferred in his employment 
to the Department of Health, Canberra. The Council looks 
forward to continued liaison with Dr. Johnson’s successor, 
Dr. J. B. Mathieson. 


Social. 


Medico-Legal Golf—The annual golf match between this 
Branch and the Law Society was held at the Royal Perth 
Golf Club on Wednesday, October 9, 1957, and was voted 
most successful by all who attended the golf and a dinner 
which followed. The match resulted in a clear-cut victory 
for the medicos, the foursomes trophy being won by E. D. 
Cocks and J. D. Craddock. B.M.A.C. trophies were won by 
F. W. Leake, of the Law Society, and H. J. Moore, both of 
whom finished square. The attendance at this function was 
excellent, and it is hoped that our numbers will be main- 
tained or increased this year, the date of the fixture being 
the second Wednesday in October—October 8, 1958. 
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Cocktail Party.—The annual cocktail party was held on 
December 16 at the Royal Agricultural Society Pavilion, 
Claremont. Consideration is being given to hold the annual 
cocktail party earlier in each year in order to escape the hot 
weather. 

British Medical Agency Company. 

The British Medical Agency Company completed another 
successful year and again increased its contribution to the 
income of the Branch. The support from members could 
be greater, and all members are requested to use the 
facilities of the British Medical Agency Company to their 
own and the Association’s advantage. y 


Staff. 
The Council wishes to express to the office staff its sincere 
thanks for their cooperation during the year. 


MEDICAL BENEVOLENT ASSOCIATION. 


The report of the Medical Benevolent Association of 
Western Australia, as at December 31, 1957, was presented 
by Dr. J. L. Day and adopted. The report is as follows. 


The committee of the above Association have pleasure in 
presenting a statement indicating the receipts and disposal 
of funds for the year ended December 31, 1957. 


Income was derived from subscriptions through the British 
Medical Association (£606 7s. 6d.) and from interest on 
Commonwealth loans (£54). 


Expenditure was in the nature of benevolent contributions 
to widows and a doctor in necessitous circumstances, and 
totalled £387 17s. 10d. 


', Funds invested in Commonwealth Treasury Bonds remain 


the same at £1700, which, together with a credit bank 
balance of £1107 14s. 4d., makes the total funds of the 
Association £2807 14s. 4d. 


The committee express their sincere appreciation of the 
eontinued support of your Association. 
J. L. Day, 
President. 


Lipraky Report. 
The report for 1957 of the representatives of the Branch 
on the committee of the Medical Library of Western Aus- 


tralia was presented by Dr. E. R. Beech and adopted. The 
report is as follows. 


This joint committee took control of the library on 
November 15, 1956, and since that time meetings have been 
held to determine the allocation of money for books and the 
general conduct of the library. The British Medical Associa- 
tion was given an annual grant of £500, while the various 
professorial units were each given £200 as a grant to provide 
for the books required by each section. During the year we 
have not quite spent all our money. 


The purpose of the British Medical Association grant is 
to provide books suitable for the general practitioner, and 
we would again ask those who need certain books to make 
suggestions to your British Medical Association representa- 
tives for consideration. It is not the purpose of the British 
Medical Association representatives to purchase books which 
are of limited interest to small sections of the medical com- 
munity. If these are of definite value, they will be supplied, 
but highly specialized books are not generally recommended 
from the British Medical Association grant. 


‘The advantages which have accrued by amalgamating 
with the University are quite obvious, in so far as the 
greatest number of books added to the library in any 
previous year was 130. In the last year, 785 new books have 
been added to our shelves. We are now taking 52 new 
periodicals. The cost of all periodicals received is approxi- 
mately £1000 per annum. 


We were fortunate, as far as the binding of our back 
journals was concerned, that Professor E. Saint allowed us 
to use certain moneys of the Clinical Research Unit for the 
purpose of binding back numbers of several of our journals. 
The sum of £544 was spent in this, which was of great 
assistance to us. A further £452 has been expended by the 
Library Committee in binding. . This becomes an _ ever- 
increasing expenditure with the growth in number of 
journals. 

In 1956, 456 books were borrowed from the library and 
2353 journals. This year there were 1479 books borrowed 
with 4828 journals. This is a fair index of how much more 
the library is being used. . 


At the end of last year we lost the services of Miss 
who had been our librarian for approximately four years. 


She had done an excellent job during this time and gained 
our respect during the transition stage of the library in its 
rapid expansion as the Medical Library. 


ays been most helpful, and we, the library 

like to express our thanks to her for 

her work during her term of office and to wish her the best 
of luck in her new career. 

Miss Gillett, who worked under Miss Hagan as assistant 

during the last few months, has now taken over the pcsition 

as librarian, and Miss Watson has been appointed as 


assistant. 

We should again like to thank all those members who have 
donated books and periodicals to the library. We have 
already been able to fill in a number of gaps in our periodical 
sets, but many are still far from complete. In view of the 
rapid expansion in circulation, there is an increasing need 
for more of these donations, and we shall be most gratefu! 
for any further gifts. 

In this connexion we should like to ask that all members 
prepared to lend their journals in an emergency should 
make known to the library which journals they have avail- 

ble for this purpose. 
E. R. BEscH. 


LeicH CooK. 
N. H. Rospinson. 


Post-GRADUATE COMMITTEE. 


The report of the Post-Graduate Committee of Western 
Australia for the year 1957 was presented by Dr. F. C. 
Macaulay and adopted. The report is as follows. 


The Post-Graduate Committee has this year concerned 
itself with the organization of the visits of overseas 
lecturers, arrangement of the monthly clinical meetings of 
the British Medical Association, publicity for all post- 
graduate activities, sponsorship of post-graduate students, 
and the provision of post-graduate teaching to a standard 
adequate for the primary examination of the Royal Aus- 
tralasian College of Surgeons. 


Five lecturers visited the State under the egis of the 
Post-Graduate Federation: Professor R. J. Kellar, as the 
Category A lecturer, and Dr. M. Sosman, Professor Ashley 
Weech, Mr. C. P. Wilson and Sir Geoffrey Jefferson, as 
Category B lecturers. By courtesy of the Royal Aus- 
tralasian College of Surgeons, Sir James Patterson Ross was 
made available for the April clinical meeting of the British 
Medical Association. 


Opportunity was taken to introduce the recently appointed 
professors in the University School of Medicine to the pro- 
fession, and six stimulating lectures were delivered by them. 


In the hope of providing a forum where our own members 
could inform the profession of interesting work in which 
they were engaged, two evenings were set aside, when seven 
short papers were delivered. The attendance at these lectures 
was a poor compliment to the lecturers and their work. 


In July Professor G. King and Professor E. Saint visited 
Narrogin, and in August Professor R. J. Kellar met the 
practitioners of Bunbury and Manjimup. These occasions 
were favourably reported. 


The more interesting lectures delivered were recorded. The 
demand for these recordings has been negligible, and it is 
doubted that the effort and expense are worth while. 


Concern has been had that the post-graduate programme 
is over-full, and an attempt has been made to reduce the 
number of clinical meetings and to urge an enhancement of 
their standard. The attempt has failed, as, with two excep- 
tions, no party has been willing to limit its customary 
activities, 


The formal post-graduate course arranged by this com- 
mittee was well patronized and appeared to fulfil its purpose. 
However, those contributing to the course had reservations 
as to whether it was the most attractive and useful form of 
post-graduate activity, and on their advice certain modifica- 
tions have been effected. It is proposed that throughout the 
academic year monthly seminars in the principles of 
medicine will be held and weekly tutorials in pathology and 
anatomy. It is hoped that it will be possible to organize — 
an intensive course of two months’ duration commencing in 
August for candidates proceeding to the primary examina- 
tion of the Royal Australasian College of Surgeons. 

It will be recalled that, when report was made last year, 
constructive criticism was invited from our members. None 
has been forthcoming. It can only be presumed that mem- 
bers are content with present arrangements or lack interest. 

M. G: F. Donnan, 
fs Honorary Secretary. 
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BRITISH MEDICAL ASSOCIATION (WESTERN AUSTRALIAN BRANCH). 


Statement of Income and Expenditure during Twelve Months Ended December 31, 1957. 


INCOME. 
£ & £ 8s. d. 
By Members’ Subscriptions’ .. .. 8,318 2 0 
Interest: 
(a) Commonwealth Bonds, ete. 142 6 9 , 
(b) Aust. Med. Pub. Co. Ltd.— 
(i) Debenture Series A-D .. 3i 2 
Debenture Series E .. 12610 7 8 7 
» British Medical 
4 1,802 13 10 


Revenue Account 


£10,411 4 5 


EXPENDITURE. 


To Subscription to: 
(a) Members’ Journals— 
(i) Aust. Med. Pub. Co. Ltd. 
Less Series E Debentures 308 5 0 


616 10 0 


308 5 0 
(ii) B.M.A., London 970 19 9 
1,279.4 9 
(bo): Federal Council—Capitation 752 10 
(c) Medical Benevolent 
(d) Flying Doctor Service 
(e) Historical Society of W.A. . i 1 0 
(f) W.A. Council of Social 
6&6 0 
2,640 4 3 
Cost of Administration : 
Audit Fees 42 0 0 
Car Expenses—Secretary 37 7 0 
Depreciation .. 4612 9 
Duplicating ek 27 3 5 
General Expenses .. .. .. .. 22419 6 
Legal Expenses 1616 0 
Medical Library of w.A. be? be 250 0 0 
Medico-Political Expenses .. .. 86 9 6 
Postages and Petty Cash .. .. 223 1 8 
Printing Expenses 149 16 11 
Salaries— 
Secretary . £2,000 0 0 
Typists 837 6 3 
£2,837 6 3 
Less re- 
couped 78 15 
2,758 11 3 
Stationery 3 eh 3117 2 
Superannuation—Secretary 200 0 0 
Telephone 83 1 3 
4,177 16 _ 5 
6,818 0 8 
» Excess of Income over 
3,593 3 9 


ture 


£10,411 4 5 


REPORT OF THE HONORARY TREASURER. 


The honorary treasurer’s report was submitted by Dr. 
D. D. Keall and adopted. The report is as follows. 

The balance sheet, which has been circulated, again shows 
that the Branch finances are in a satisfactory state. 


Income exceeded expenditure by £3593, and this is approxi- 
mately £1500 more than last year’s figures. 

In round figures, income was £1050 more than in 1956, 
£600 of this being due to the increase in membership, £300 
to the increase in British Medical Agency Company revenue, 
and £150 to the increased interest from bonds and 
debentures. 

Expenditure has been greatly affected by the merging of 
the British Medical Association Library into the Medical 
Library of Western Australia, and we have made a sub- 
stantial saving in library expenditure. If we exclude this, 
the costs of administration are found to have increased by 
about £360, of which about £250 is due to increased salaries 
and the like. 

I think these figures indicate a very healthy state of 
affairs, and I would like to take this opportunity, at my last 
appearance as treasurer, of acknowledging the fine work of 
our secretary, Mr. Hayward, to whose keenness and skill it 
is in no small part due. 

Once more it is my duty. to draw to the aaa of 


‘members the debt we owe to those who have made funds 


available in interest-free loans. During the year the British 
Medical Association House Members’ Loan Account has 
fluctuated between eight and twelve thousand pounds and 
has meant a considerable saving to the Branch. For the 
benefit of those who may not have been here when this fund 
was instituted, I would explain that it was formed four 
years ago when 8 King’s Park Road was purchased. 

In normal circumstances large charges for interest would 
have had to be met had not Council hit on the idea of 
asking those who had money lying idle in their accounts, 


especially that being put aside to meet income tax, to lend 
it to the Association. So successful was this device that 
virtually no interest has had to be paid, and the purchase of 
8 King’s Park Road has been remarkably easy. Loans of 
this nature are repayable on demand—a note or telephone 
call to the secretary is sufficient to effect repayment to the 
member immediately. 


After many disappointments and changes of plan, altera- 
tions to the building have begun. A capital expenditure of 
about £17,500 is being incurred, and we estimate that at the 
~ Pi 1958 we are likely to have an overdraft of about 

00. 


However, I venture to hope that when members see that 
the Western Australian Branch of the British Medical Asso- 
ciation is at last to have a home of which they can he 
proud, further donations and loans will come to hand. 


Donations of £656 towards the building were made in 
1955-1956 and are gratefully acknowledged. As ever, we 
will be asking for more, but I feel sure that future genera- 
tions of members of this Branch will owe a great debt to 
those whose enthusiasm, far-sighted planning and generosity 
will have provided the Branch with its own home. 


COMMITTEE. 


The report of the building Committee ror 1957 was pre- 
sented by Dr. D. E. Copping and adopted. The report is as 
follows. 

At the last annual meeting, your committee reported that 
Council had decided not to proceed with the construction 
of the proposed five-storey building in front of the existing 
structure in King’s Park Road. You will recall that this 
was because it had been discovered, very late in the piece, 
that the S.E.C. would be unable to supply the necessary 
electricity in this area for some years to come. 


This scheme was therefore shelved, and Council turned 
its attention to the modernization of the existing building. 
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BRITISH MEDICAL ASSOCIATION (WESTERN AUSTRALIAN BRANCH). 
Statement of Assets and Liabilities at December 31, 1957. . 


Subscriptions in Arrears .. .. .. 235 10 0 
Investments : 
(a) Aust. Med. Pub. Co. Ltd.— 
(i) Debentures A-D .. .. 420 0 0 
(ii) Debentures E -- o» 2,822 10 0 
2,742 10 0 
(b) Commonwealth Treasury 
(c) British Medical Agency Com- 
4,161 10 0 
Cash at Bank of New South Wales: : 
Savings Bank Accounts .. .. 3,018 6 6 
6,018 6 6 
Less Current Account Overdrawn 530 2 10 
5,488 3 8 
Fixed Assets: 
British Medical Agency Com- 
pany—B.M.A. House n 
Furniture and Fit- , 
tings at January 
Less Depreciation .. £46 12 9 
886 1 9 
17,162 11 4 
£27,047 15 0 


LIABILITIES. 


Subscriptions in Advance 
Sundry Funds in Credit: ‘ 
B.M.A. House—Members’ Loan 


Account... .. ..11,741 0 6 
Building Fund Pe ae 1,643 13 0 
Car Badge Account... .. 14 2 
Cocktail Party Account... .. 271 2 4 
Entertainment Fund .. .. .. 19 9 6 
Library Donations 2711 2 
Cyril Bryan Fund 
Harry Lucraft Fund are 
Medico-Legal Golf 15 0 8 
Post-Graduate Committee .. .. 190 6 6 , 
Post-Graduate Grant .. .. .. 313 5 5 
Publicity Fund 75 5 4 
14,530 4 9 
Accumulated Reserve Account: 
Balance at January 1, 1957  .. 8862 7 6 
Add Excess of Income over Ex- : 
12,455 11 3 


£27,047 15 6 


I 


re that I have audited the accounts of the British 
ended December 31, 1957. 


Medical Association (Western Australian Branch) for the year 


In my opinion the accompanying balance sheet is properly drawn up and exhibits a true and 


correct view of the Association’s affairs as at December 31, 1957, and the attached income and expenditure account is also 


properly drawn up and exhibits a true and correct view of the Association’s affairs for the year. 


Both are in accord with the 


best of the information and explanations given to me, and as shown by the books of the Association. 


(Signed) E. B. Jackman, A.A.S.A., A.C.LS., 
Auditor. 


These alterations are now in hand, and any member 
passing along King’s Park Road will be able to judge for 
himself that they will be extensive alterations. 


. This modernization programme, together with the neces- 
sary furnishing, etc., is estimated to cost £17,500. 


When these alterations are completed in June of this 
year they will provide: (i) a congenial and attractive home 
for the British Medical Association in place of the dilapidated 
surroundingse which have existed up to the present; (ii) a 
new council room, which will also be available for meetings 
and entertainment; (iii) a secretary’s office and an adjacent 
office for the stenographers; (iv) a display room for the 
British Medical Agency Company; (v) five upstairs pro- 
fessional suites; (vi) a paved parking area at the front and 
rear of the building, which will be sufficient for 25 cars— 
this will give adequate parking for British Medical Associa- 
tion purposes and for the tenants and their patients. 


The present alterations have been planned with the pos- 
sibility of the very much larger new building still in mind. 
Council believes that the future growth of the town and of. 
the profession will call fora building of this type. When 
it will be built will depend on circumstances, the needs of 
the profession and finances. 


This longer-term future development was in mind when 
it was decided to locate the British Medical Association 
offices on the ground floor and place the professional suites 
upstairs in the modernization programme. When the new 
building was erected, the tenants would move into it, and 
the upstairs section of the old building would be converted 
to club rooms and other amenities for the members of the 
Association. 


Financing of the present alterations has not proved too 
difficult, thanks to the generosity of those members who 
have contributed to the building fund in the past, and also 
to those who have deposited money with the Association as 
interest-free loans—usually money that they are accumu- 
lating for taxation purposes. By December of this year it is 
expected that the bank overdraft will have risen to £8000. 
Therefore, it would be a great help if more members would 


assist with temporary interest-free loans and thereby save 
the Association the not inconsiderable interest bill on the 
£8000. Members are reminded again that any money lodged 
in this way is available at an hour’s notice, simply by 
telephoning Mr. Hayward. ~ 


Your Association has a building fund. It is always open. 
Some three years ago an appeal to members was made, and 
@ number undertook to contribute a sum of money. over a 
period of years. Until an actual building programme was 
in hand, Council had no ‘reason to call up these funds. 
However, things are now happening, and the money can be 
very usefully employed. This present need is drawn to the 
attention of those who have promised financial assistance 
and to those who Council hopes will now do likewise. 


‘D. E. Coprina, 
Chairman. 


Clinico-Pathological Conferences. 


A CONFERENCE AT SYDNEY HOSPITAL. 


A CLINICO-PATHOLOGICAL CO: CE was held at Sydney 
Hospital on September 11, 1957. Dr: W. L. Catov was in 
the chair and the principal speaker was Dr. B. M. Hurt, 
honorary assistant physician of the hospital. 


Clinical History. . 


The following clinical history was presented. 


A sixty-nine-year-old man, a former railway employee, 
was well until two years ago, when he began to be tired 
after exertion. After a few months he was constantly tired 
and increasingly weaker. He noticed dyspnea and palpita- 
tions on exertion, but these did not become worse as did the 
weakness. He did not wish to eat and lost two and a half 
stone in two years. He noticed giddiness with change in 
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posture and occasional syncopal attacks. Specific interroga- 
tion revealed no other positive symptoms and the following 
relevant negative data. There was no rash, no bleeding from 
the alimentary tract and, apart from post-prandial flatulence, 
no other alimentary symptoms. There were no paresthesize 
and no other symptoms referable to the nervous-respiratory 
or genito-urinary systems. He was referred to a consultant, 
who had a blood count performed, which was suggestive of 
pernicious anemia, and he was admitted to hospital. 


On examination, he was a thin man with a very pale skin 
and mucous membranes. The tongue was clean and moist, 
and slightly fissured. The liver, spleen and lymph nodes were 
not enlarged. There were no petechi# and there. was no 
edema. The pulse was regular in rate and rhythm (100 per 
minute). The blood pressure was 120/75 millimetres of 
mercury. Apart from soft systolic murmurs audible at all 
areas the cardio-vascular system was normal. A right 
inguinal hernia was the only abnormality in the alimentary 
system. The other systems, including the nervous system, 
were normal. There was no sensory disturbance and no 
tenderness of the calves or bones. The urine showed no 
abnormality. The specific gravity was not estimated. 


_A blood examination revealed a red cell count of 1°5 
million per cubic millimetre, and 6:8 grammes of hemoglobin 
per 100 millilitres. The cells had a full. content of hzemo- 
globin, and there was marked macrocytosis, poikilocytosis 
and anisocytosis. Platelets were reduced. The leucocytes 
numbered 5750 per cubic millimetre (neutrophils 42%, 
lymphocytes 56%, monocytes 2%). There was hyper- 
segmentation of the neutrophils, and the film was reported 
as suggestive of pernicious anemia. The administration of 
intramuscular “Anahemin”, four millilitres daily, was com- 
menced. During the next 10 days the hemoglobin level fell 
progressively to 4-4 grammes per centum, and feticulocytes 
on the seventh, eighth and ninth days after beginning treat- 
ment were 1:6%, 3°2% and 3:2% of red cells respectively. A 
remittent pyrexia of up to 100° F. on the first three days was 
interpreted as being due to anemic crisis. Pyrexia persisted 
up to 103° F., till his death. 


X-ray examination showed no lesion in the cesophagus, 
stomach or duodenum. Blood culture showed no growth 
after incubation for two weeks. The centrifuged deposit of 
urine showed no abnormality and no growth on culture. 
Intramuscular penicillin, 50,000 units every six hours, was 
given for several weeks without effect on, the pyrexia. A 
litre of whole blood was given and the dose of “Anahzemin” 
increased to six millilitres daily. Three days later the hzemo- 
globin level was 7:7 grammes per 100 millilitres, and the 
reticulocytes were 64% of circulating red cells. On one 
occasion when the temperature was 104° F. the patient was 
feeling fairly well, eating satisfactorily, and the pulse rate 
was 100 per minute. A fractional test meal then showed a 
histamine-fast achlorhydria and flecks of what appeared to 
_ be altered blood in all specimens. A barium enema examina- 
tion was not entirely satisfactory and showed doubtful 
dilatation of the colon. A small pleural effusion at the left 
base was also reported. Occult blood was found in the 
feces, but the details of preparation were not given. The 
blood sedimentation rate was 24 millimetres in one hour 
(Westergren). 


Two weeks after transfusion the red cell count was 2°56 
million per cubic‘ millimetre, the hemoglobin level was 9°7 
grammes per 100 millilitres, and the white cell count was 
5100 .per cubic millimetre (neutrophils 56%, lymphocytes 
37%, monocytes 6%, eosinophils 1%). There was still marked 
macrocytosis and anisocytosis, moderate poikilocytosis and 
polychromasia, and numbers of stippled cells were seen. 
Reticulocytes were 1°:2% of red cells. The blood Wassermann 
reaction and Kahn test gave negative results. Thymol 
turbidity was two units. Aspirates of sternal marrow showed 
normal cellularity. Production of granulocytes appeared 
normal. The red cell precursors were mainly normoblastic, 
though a few megaloblasts were seen. There were increased 
numbers of mature lymphocytes (57%) and numerous (10%) 
smudge cells. Details of the marrow count together with 
normal values will be shown at the meeting. The blood urea 
nitrogen was 15 milligrammes per 100 millilitres, and 
creatinine was one milligramme per 100 millilitres. The 
patient’s serum did not agglutinate suspensions of typhoid, 
paratyphoid A or B, Brucella abortus, or Proteus OX2 or 

XK organisms. 


The patient died seven weeks after his admission to hos- 
pital. Four days before death the hemoglobin level was 10 
grammes per 100 millilitres and the white cell count was 
3700 per cubic millimetre (neutrophils 78%, lymphocytes 15%, 
monocytes 4%, metamyelocytes 3%, with a pronounced shift 
to the left of the neutrophils). There were 20 smudge cells 
.per 100 white cells, reticulocytes were 1‘3% of red cells and 


platelets were diminished. The red cells still showed macro- 
cytosis, anisocytosis, polychromasia and stippling. — 


Clinical Discussion. 


Dr. W. L. Catov: I welcome you to our monthly conference, 
usually held on the third Tuesday of each month, but in 
this case put forward to coincide with the Sydney Hospital 
Refresher Week. I am glad to see such a large attendanee, 
especially of country practitioners. All medical practitioners 
are welcome tu attend these meetings. Today we have what 
appears to be a simple case, and I am sure that Dr. Hurt 
will throw a good deal of scientific light on it. 


Dr. B. M. Hurt: The task before us is to determine the 
likely cause of the terminal illness of an elderly male wio 
suffered progressive symptoms for two years prior to his 
admission to hospital. These symptoms can be grouped to 
suggest he suffered from progressive anzmia, an alimentary 
disturbance and pyrexia—all these were associated with a 
marked loss of weight. Anzmia is suggested by tiredness 
after exertion and later constant tiredness and increasing 
weakness. He was dyspneic on exertion and suffered 
palpitations. He was giddy when he changed position and 
he suffered occasional syncopal attacks. Though the symp- 
toms may be interpreted otherwise, they are consistent with 
a progressive anemia of two years’ duration, and his blood 
count on his admission to hospital confirms this assumption. 
He was pale, and had a tachycardia of 100 per minute. The 
soft precordial systolic murmur could be a sign of his 
increased cardiac output associated with the anemia Note 
that the tongue was not remarkable, there was no sign of 
lymph node, spleen or liver enlargement, and no rash, 
petechie or nervous system involvement. 


He was admitted to hospital with the label of pernicious 
anemia, and as we are discussing symptoms at present, may 
I be permitted a small diversion to draw attention to an 
article by Sir Stanley Davidson in the British Medical 
Journal of February 2, 1957, in which he draws a com- 
parison between the classical description of pernicious 
anemia prior to 1926 (when Minot and Murphy drew atten- 
tion to liver therapy) and the presentation of cases at the 
present time. Sir Stanley Davidson points out that the 
onset of the illness remains insidious, and patients continue 
to work long after their blood count is severely diminished. 
One case seen at Sydney Hospital was a male, aged 85 years, 
who flew from Adelaide to Sydney with a hemoglobin value 
of 2-5 grammes per 100 millilitres. He called the doctor only 
when he had difficulty in undressing and climbing into bed 
after his arrival at his hotel. Weakness and tiredness are 
the presenting symptoms in the majority, followed by 
dyspnoea, sore tongue and bowel disturbances. The main 
difference between the pre-liver group and the present 
series is that fewer patients now complain of paresthesize 
and nervous involvement. Our present case fits this concept. 
Fever was previously a common accompaniment, but is now 
present in a minority. The smooth pale tongue is now 
recognized as a common finding, though it was rarely 
described previously. Splenomegaly, once found in 25% of 
cases, is now rarely present, and icterus is similarly 
uncommon. One concludes that there are no pathognomonic 
symptoms and signs which will establish the diagnosis of 
pernicious anemia. Other types of anzemia present fre- 
quently with tiredness, breathlessness and palpitations, par- 
ticularly in those patients suffering from iron deficiency. So 
much for the symptoms of anemia in our case which we 
must agree may be pernicious anemia and is seemingly so 
on the basis of the blood count. 


The alimentary disturbances are vague, post-prandial 
flatulence, poor appetite for two years and loss of weight. 
Though he was thin, he did not suffer from lower bowel 
disturbance, and no record is made of diarrhea or bulky 
stools. As far as we know, he had not lived in the tropics. 


The pyrexia was noted on his admission to hospital and 
persisted. We cannot assume its duration prior to his 
admission to hospital. All the other clinical findings have 
been recorded as normal. 


He was apparently in hospital for seven weeks, and treat- 
ment included “Anahe#min” (liver extract) in very respect- 
able doses, which exclude the possibility that he received 
less than an adequate dose of vitamin By; also penicillin 
and one litre of whole blood. His down-hill progress was 
unrelenting, with increasing pyrexia and death seven weeks 
after his admission to hospital. Stic 


During that time he had a multitude of special investiga- 
tions, most of them unrewarding. Directed towards the 
anemia we have, first, progressive peripheral blood counts 
which I will discuss. Secondly, a blood sedimentation rate 
of 24 millimetres per hour, which, in spite of his anemia, is 
probably abnormal. Thirdly, reticulocyte responses of 1°6% 
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on the seventh, and 3-2% on the eighth and ninth days after 
treatment with liver, and 64% after treatment with one 
litre of blood, falling to 1:°2% in two weeks and remaining at 
12% until death. These indicate a not very remarkable 
increase of red cell regeneration. And lastly, sternal marrow 
puncture, which was performed a month after treatment was 
commenced. 


Directed to the alimentary system we have X-ray examina- 
tions with a barium meal and a barium enema, a fractional 
test meal after histamine, an occult blood estimation of f 
and a thymol turbidity test. , 


Directed to the pyrexia, a blood culture, a microscopic 
examination of the urine, blood urea and creatinine estima- 
tions, and serum agglutinations for typhoid, brucellosis and 
typhus were carried out. The Wassermann reaction was 
negative. No record is made of a chest X-ray examination, 
though a small effusion was noted in the films of the barium 
enema. In summary, little help resulted from the tests 
directed to the pyrexia. We can merely speculate on its 
cause. 

The investigations of the alimentary system were 
equivocal. There was no abnormality in the barium meal; 
the small bowel pattern, however, is not mentioned. There 
is doubtful dilatation of the colon in the barium enema. 
Occult blood was present in the feces, but occult blood is 
rarely absent from the feces. There was complete absence 
of free acid in the stomach after histamine, which I consider 
most important. Flecks of blood were present in the stomach 
contents. Little conclusive help can be gained from this 
series of tests. Achlorhydria is present in 25% of normal 
adults after 69 years of age, and is present in 10% of the 
total population, but only in one-quarter of these is it 
histamine-fast. Fever and acute illness will depress acid 
formation, and these are present in our case. However, 
when achlorhydria is established we must keep in mind 
gastric atrophy, iron deficiency, achylia gastrica, pernicious 
anemia and gastric malignancy. Thus a histamine test meal 
is a worthwhile investigation when determining the cause 


of a macrocytic anemia. Flecks of blood may be significant - 


and may be caused by a friable.mucosa or malignancy, but 
a Ryle’s tube can sometimes be traumatic enough to cause 
slight bleeding. Occult blood in the feces must be 
cautiously interpreted when details of preparation are nct 
known. 

Obviously the main discussion in this case centres around 


the anemia. This was originally severe—with large cells - 


which are well filled with hemoglobin. Morphologically it 
was recorded as macrocytic with varying shapes and sizes 
of red cells, suggesting developmental and maturation 
abnormality. The platelets were reduced and the white cells 
showed a slight predominance of lymphocytes, but the total 
count and individual counts in the white cell series were 
normal. The neutrophils showed a shift to the right, with 
hypersegmented forms.. Such a peripheral blood picture is 
seen in classical pernicious anemia, but is also seen in other 
conditions of folic acid, ascorbic acid and vitamin B,, 
deficiencies. 


May I now be permitted to digress again to give a bird’s- 
eye view of the modern concept of cell maturation. Cell 
growth is intimately connected with nucleoprotein synthesis. 
The vitamins B,,. and folic acid act as co-enzymes at different 
stages in the biologic synthesis of nucleoprotein. Deficiency 
of either or both results in a multitude of abnormalities in 
cells in the body. A megaloblastic bone marrow is the 
easiest to recognize. Large cells in red and white cell series 
show the lowered rate of cell division. The surface of the 
tongue also reflects these cellular changes, and the central 
nervous system, alimentary tract and skin all suffer in this 
deficiency. Further, when vitamin B, is lacking, folic acid 
absorption may be impaired; thus mixed deficiencies are 
common. Vitamin B, has now been identified and isolated. 
It is the extrinsic factor of older writers. It is essential to 
animal nutrition, and is ‘synthesized only by bacteria and 
alge, but not by plants. Cobalt is an essential part of its 
synthesis. Animal food is man’s biggést source. Where 
races live entirely on plants, vitamin B, deficiency may 
exist. Bacteria in the caecum and colon have been shown 
to synthesize vitamin B,,, but, vice versa, stasis in the 
intestine, blind loops and strictures may in some way 
immobilize vitamin B,., as does the intestinal fish tapeworm. 


For its absorption, a gastric mucosal factor (the intrinsic 
factor), possibly a mucoprotein secreted by the fundus and 


‘cardia of the stomach, is required. Also this factor requires 


gastric juice for its activity. By some physico-chemical 
combination, the intrinsic factor facilitates the absorption 
through the intestinal mucosa of vitamin By. .Once in the 
blood-stream, vitamin B,, is bound to the a-globulin fraction 
of the serum proteins and is probably stored as a #-globulin 
combination in the liver. 


Folic acid is an essential substance found in many foods 


‘and is required in some hundred times the amount of vitamin 


By. It requires no special absorptive mechanism. In the 
body it is converted into folinic acid with the help of ascorbic 
acid, and is involved in the synthesis of nucleoprotein as 
previously described. It is believed’ that folic acid influences 
the conversion of pyrimidine precursors to nucleic acid in 
the bone marrow. Vitamin B, influences this conversion in 

both the bone marrow and central nervous system. . 

By a mass action, if folic acid is administered to a patient 
with vitamin B,, deficiency, the nucleic acid precursors are 
used exclusively in the bone marrow, causing a temporary 
increase in red cell production. At the same time the central 
nervous system is deprived of these precursors and severe 
changes may occur, causing an exacerbation of subacute 
combined degeneration and peripheral neuritis. 

If vitamin B,, alone is administered to a patient with a 
combined vitamin B,, and folic acid deficiency, a sub-optimal 
bone marrow response may occur. Similarly, ascorbic acid 
deficiency may require correction in both vitamin By, and 
folic acid lack. One should stress that vitamin B,, folic 
acid and ascorbic acid deficiencies are reflected in all the 
body cells. Thus the hematologist recognizes white cell 
abnormalities with large hypersegmented polymorphs, 
unusual platelet forms, and abnormalities of red cells in 
shape, size and nuclear configuration as essential parts of 
this diagnostic pattern. More recently, some laboratories 
have been enriched with tests involving the growth of alge 
requiring vitamin B, as an essential growth factor, and 
radioactive vitamin B,, for assessment of lack of this sub- 
stance. 

So much for the minutie of cell maturation when it 
involves these essential substances. We may now summarize 
this knowledge and translate it into clinical statements. 

When a deficiency of folic acid, vitamin C and vitamin B,, 
exists in a degree to cause a hemopoietic disturbance, the 
following differential diagnosis based on etiological possi- 
bilities must be considered. First, there may be inadequacy 
of intake (a) of folic acid and vitamin C, as in scurvy, (b) 
of vitamin B,, in some strict vegetarians, or (c) of all these 
factors in tropical nutritional anemia. Secondly, and more 
commonly, there may be malabsorption. Lack of vitamin Bj, 
induced in this way may be caused by gastrectomy, malig- 
nant disease in the stomach, abnormal loops of bowel and, 
of course, by pernicious anemia. Malabsorption of vitamin 
B, and folic acid and perhaps vitamin C may induce anemia 
in diseases of the small intestine, idiopathic steatorrhea and 
tropical sprue. A rare cause of upset would be faulty 
distribution of these nutrients, as might occur in pregnancy.. 
when there is a demanding fetus. Then, of course, there is 
a group of diseases in which macrocytic anemia sometimes 
occurs and is of doubtful etiology: liver disease, anemia in 
childhood (perhaps associated with a deficiency of vitamir. 
C), drugs such as hydantoin, hemolysis (in hypersplenism, 
malaria and lead poisoning), bone marrow diseases such as 
aplasia, infections, endocrine disease, and infiltrations of the 
marrow as by Hodgkin’s tissue, leukemia, malignancy, 
fibrosis or lipoid cells. 


To return to our case, we are in g position to review the 


. available blood counts and clinical and laboratory data to 


determine the possible factors involved causing this man’s 
macrocytic anemia. We know he had a macrocytosis, with 
well-hzemoglobinized red blood cells, many of which were 
biizarre in shape. The neutrophils were hypersegmented and 
large, and the platelets were reduced. These descriptions fit 
a vitamin B,,., vitamin C and folic acid deficiency. The intake 
may have been poor, but it is doubtful if he had clinica’ 
scurvy. He was not a vegetarian and tropical nutritional 
factors had not operated. The absorption may have been 
poor, so that small intestinal disease and idiopathic steator- 
rhea are possibilities. Tropical sprue, gastrectomy and 
intestinal loops following surgery can be ruled out. 


He may have had a malignant disease of the stmach, and 
pernicious anemia is suggested by the histamine-fasi 
achylorhydria, a point very much: in favour of achylia 
gastrica and lack of intrinsic factor. However, uncomplicated 
pernicious anemia would respond to such adequate doses of 
liver as this patient received, with reticulocyte counts. well 
above 5% at the seventh and tenth days. Thus, if this man 
had pernicious anemia it was complicated by one of the 
following factors: (i) iron deficiency either because of losses 
as hemorrhage or insufficient intake in the food; (ii) hzemo- 
lysis, as in lead poisoning, hypersplenism or acquired hzmo- 
lytic anemia; (iii) disease of the. bone marrow, perhaps 
Hodgkin’s disease, malignancy, fibrosis, leukemia, aplasia, 
or due to drugs or toxins, or because of nephritis or endocrine 
deficiency; (iv) chronic infection. 

The final possibility is that this man had one of these 
illnesses, which, together with liver disease, may cause a 
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macrocytic anemia in its own right. The achylorhydria 
must then be regarded as fortuitous. 


To limit these possibilities we have two further clues. 
That is the progress of the patient and his response to 
various treatments, and a bone marrow report of tests per- 
formed four weeks after therapy commenced. In regard to 
the progress of the patient, we know that the pyrexia 
continued and became extreme and hectic. Such a pyrexia 
suggests infection and malignant disease. As pointed out 
previously, the special tests did not reveal the underlying 
cause, and the normal to low white blood cell” count is 
against pyogenic infection. Pyrexia may be of viral or 
tuberculous etiology, and it is somewhat against malignant 
disease. The blood count fell initially, suggesting the pos- 
sibility of hemorrhage or hemolysis. There is no evidence 
of iron deficiencies in the blood counts, but clinical evidence 
suggests bleeding from the upper gastro-intestinal tract. 
Hemolysis is not suggested by the low reticulocyte counts, 
but stippled cells were always present, though I doubt if one 
could implicate lead, and malaria seems unlikely with so 
many blood films examined. The rise in the reticulocyte 
count after blood transfusion may indicate his need for iron, 
or it may be a .non-specific response to nutritional sub- 
stances, as seen in chronic infection and malignant disease. 
The final clue is the bone marrow examination. Here the 
essential features were: (i) a normal cellularity so that 
aplasia and. unusual cell infiltrations are largely excluded; 
(ii) some megaloblastic red cell maturation in the absence 
of red cell hyperplasia, and in the presence of adequate 
vitamin B,, replacement; (iii) lymphocytosis and smear cells. 


This latter finding has caused much confusion in my mind. 
First, the “smear” cells are listed under the red cell series. 
They are usually regarded as abnormal lymphocytes and 
described in stress, in lymphatic leukemia and in abnormal 
protein states in which the cells are difficult to spread with- 
out rupture. Stress includes infection, and here we think 
in terms of chronic granuloma, syphilis, brucellosis and 
tuberculosis. Syphilis and brucellosis are excluded by the 
special tests. I think lymphatic leukemia is unlikely in 
view of the absence.of splenomegaly and the low lymphocyte 
count in the peripheral blood and marrow. 


I must now summon all my clinical, pathological and 
progress note facts and reach a conclusion. 


This man suffered a megaloblastic, macrocytic anzmia 
with hematological features suggesing a folic acid, vitamin 
C and possibly a vitamin B, deficiency. The vitamin By, 
deficiency was replaced by adequate therapy, but the anemia 
was not cured. He may have been vi in C deficient 
because of a faulty diet and poor intake of food over two 
years. However, he showed no clinical feature of scurvy. 
He might have responded somewhat better if vitamin C had 
been replaced. He may have been folic acid deficient, and 
might have responded to replacement. There is no good 
evidence of small intestinal disease, either intraluminal such 
as seen in idiopathic steatorrhcea or in the wall of the small 
bowel as in strictures from tuberculous or Crohn’s disease. 
The absence of diarrhea is not entirely against this pos- 
sibility. After all, he was thin, had lost weight, and suffered 
flatulence and poor appetite. Perhaps there has been a 
suppression of small bowel pattern in the barium meal. A 
fecal fat estimation may have assisted this diagnosis. 
Though the barium meal is against it, he may have had a 
malignant disease of the stomach, though a macrocytic 
anemia due to this alone is rare. However, a true pernicious 
anemia may be complicated in 2% of cases by malignant 
disease, and this would cause the anzmia to be refractory. 
I would have expected the white cell count to be higher, 
and perhaps the liver to be enlarged with metastases. Such 
a diagnosis would account for blood in the test meal, for 
occult blood, for achlorhydria, for the pyrexia, for the two 
years’ history in an elderly male, and for the alimentary 
symptoms. 

Liver disease is unlikely in the absence of clinical signs 
of jaundice, or enlargement, or biochemical abnormalities. 
A macrocytic anemia may accompany liver disease, but a 
megaloblastic marrow would be rare. 


Bone marrow infiltrations would include Hodgkin’s disease, 
lymphatic leukemia and malignant disease. There is no 
clinical confirmation of these diseases and the bone marrow 
findings are against them. : 

If infection is present, it is chronic and resistant to 
penicillin. It is probably grafted onto a megaloblastic 
anemia. The lympocytosis and low white blood cell count 
suggest tuberculosis. Clinically, an elderly male with 
pyrexia, loss of weight, down-hill progression and pleural 
effusion would all suggest tuberculosis. Tuberculosis may 
cause many interesting problems in hematology, and as it 
is a treatable condition, it deserves serious discussion here. 


Anemia is rarely severe and is usually normocytic or hypo- 
chromic except when the intestine is ulcerated and stricture 
forms, when the spleen and liver are involved, and when the 
bone marrow is infiltrated with miliary tubercles. In all 
cases a macrocytic anemia can result. When the bone 
marrow is involved, a leukzemoid reaction with lymphocytic 
excess and immature forms predominating can occur. Such 
a pattern of lymphocytic predominance is suggestive in our 
case. In other cases the findings include bone marrow 
aplasia, leuco-erythroblastic response and thrombocytopenia. 
I can find no case in the literature of megaloblastic marrow 
due to tuberculosis and refractory to liver therapy. Hence, 
in our case, if tuberculosis is present, it complicates 
pernicious anemia or malabsorption folic acid deficiency. 
Tuberculosis and pernicious anemia are rare together; and 
in tuberculous stricture of the small intestine it is likely that 
free acid will be present in the stomach. Mr. Chairman, my 
final statement is this: 


The diagnosis that best fits all the presented facts would 
be: Pernicious anemia with achylia gastrica and vitamin By, 
deficiency; this was refractory to liver therapy because of 
the complication of disseminated tuberculosis, possibly 
arising primarily in the lung; there was some degree of irun 
lack due to chronic hemorrhage, vitamin C lack and pos- 
sibly folic acid lack due to poor intake. 


chest X-ray examination, gastric lavage and culture for 
tuberculosis and small intestinal pattern in barium meal 
would have been worth while, and antituberculosis therapy 
might have yielded a dramatic response. To this I would 
have added folic acid and vitamin C and observed the 
reticulocyte response. Perhaps a fecal fat estimation might 
have been interesting. Should these efforts have failed, I 
would have suspected a gastric malignant disease with dis- 
semination to the liver, and liver biopsy and gastroscopy 
may have saved a laparotomy for diagnosis only. Hodgkin’s 
disease and lymphatic leukemia are possibilities, but clinic- 
ally unlikely. 


Dr. CaLov: I think you will agree that we have had a 
detailed and penetrating presentation. The case is now 
open for discussion. 


Proressor HAYDEN: I consider that malignant disease of 
the stomach is a more likely condition in this case than 
pernicious anemia. I do not favour pernicious anzemia, 
despite the findings. The loss of weight of two stone does 
not invalidate the diagnosis, though patients with pernicious 
anemia do not usually lose weight, but failure of response 
to adequate doses of liver makes the diagnosis unlikely. 
However, I do not think he had a malignant condition of 
the stomach either, despite the achlorhydria and the occult 
blood, because fever of that degree would be unlikely unless 
the liver was markedly involved, and we have no evidence 
that this was so. I would prefer the diagnosis of lymphatic 
leukemia or reticulosis. Although the features are con- 
sistent with an infective process, I think on general grounds 
that some cause of infection would be found in a patient 
who is intensively investigated over a period of seven weeks. 
When infections are suspected but not found, there often is 
revealed a reticulosis or lymphatic leukemia. 


Dr. D. HaNnpbiey: I think we should examine the history 
more carefully. At first the onset of the anemia over two 
and a half years appears consistent with pernicious anemia, 
as do the laboratory findings. But there is also the severe 
loss of weight, which must be most unusual in pernicious 
anemia, A note in the protocol states that the pyrexia was 
due to anemic crisis. But the only anemic crisis that I 
know that causes pyrexia is a hemolytic one. I feel he must 
have had some condition other than pernicious anemia alone, 
and I think that carcinoma of the stomach is a possibility. 
A lymphatic leukemia appears unlikely because of the 
absence of lymphadenomegaly or splenomegaly, but I note 
that we are not told whether he did eventually develop these 
signs, and this could have happened during the seven weeks 
of his stay in hospital. The presence of the smudge cells 
in the marrow aspirate is puzzling, but I do not think that 
they are myeloma cells because these do not usually break 
up. 

Dr. E. H. Stoxgs: I consider that the findings are con- 
sistent with a diagnosis of carcinoma of the stomach. In 
cases of linitis plastica the progress of the disease may be 
very protracted, and a cause for the pyrexia has been given 
by Professor Hayden as being due to possible metastases in 
the liver. This conclusion is given further credence by the 
absence of the typical tongue changes of pernicious anemic. 


Dr. R. J. WatsH: One must agree that the patient pre- 
sented with what appears to be a macrocytic anemia which 
did not respond to adequate doses of liver. I wonder if Dr. 
Hurt can tell me the folic acid content of “Anahsemin”. 
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Dr. Hurt: The folic acid content of crude liver extract is 
one to two milligrammes per cubic centimetre. However, 
this patient was treated with “Anahemin”, and I do not 
consider that in this case there was adequate folic acid 
therapy, as would be necessary, for example, if the casc 
were a problem in small intestinal disease, Z 


Dr. WatsH: I would like to comment on the question of 
malignant disease of the stomach which has been raised. 


Carcinoma of the stomach occurs with much greater fre-. 


quency in patients with pernicious anemia than in the 
general population. In this patient I think pernicious 
anzmia was an incidental finding. i 


Dr. W. Evans: I must say that when I first read the 
protocol I concluded that the patient had pernicious anemia. 
But he failed to respond to treatment and he had a long- 
continued pyrexia. Thus, either he did not have pernicious 
anemia or the anemia was complicated by some other con- 
dition. Of the other conditions we should first consider 
leukemia, but there was no other evidence of it. Was it 
possibly an infection? Cultures were negative and he had 
been given penicillin. However, these do not exclude the 
possibility of tuberculosis. It is notable that there is no 
chest X-ray picture. It is difficult to believe that a chest 
xX ray was not done. I really feel that something must have 
been held back in regard to the chest, especially when we 
note the pleural effusion. A last possibility, of course, is 
malignant disease of the stomach which has been mentioned. 
I must sit on the fence between these two and suggest that 
he possibly had pernicious anemia to begin with and that in 
addition he had either tuberculosis or malignant disease. 


Dr. CaLov: I rarely feel as confident in a diagnosis as I do 
on this occasion. This man lost two and a half stone in 
weight and had a high fever. Incidentally he had a very 
severe anemia. His anemia was caused by something from 
which he was suffering and which was also causing his 
fever. The most likely thing is that he was suffering from 
tuberculosis, and I am fortified in this opinion by having 
seen the same condition previously, even though, as Dr. Hurt 
says, it must be very rare. 


Dr. Hurt: I can only say that the association of pernicious 
anzmia with tuberculosis is very rare, and it is this ver7 
fact that has made me diffident to proffer the diagnosis. I 
feel that if these diseases are associated they are due to 
chance, and I doubt if tuberculosis can be ascribed as an 
eztiological agent in pernicious anemia. The anzmia ‘n 
tuberculosis is microcytic or normocytic and not macrocyti+. 
We have a lymphocytosis in the bone marrow which must 
mean either leukemia or granuloma. I think the latter is 
more likely. 


Pathological Discussion. 


Dr. E. Hirst: Regarding the X-ray film of the chest, there 
is no evidence that this was ever taken, and in any case 
films taken more than 10 years ago are not kept. The 
patient during life presented a most interesting problem, 
especially to the hematologist, who found normal cellularity 
and normal granulopoiesis in the bone marrow aspirate. 
Erythropoiesis was essentially normoblastic and a few 
megaloblasts were found. He could come to no definite 
diagnosis: at the time. After death we had available for 
examination sections from the spleen and bone marrow only, 
but these provided us with very important information since 
they showed uniformly distributed caseous granulomatous 
lesions. In considering the cause of this type of inflam- 
mation~one thinks first of tuberculosis. After careful 
examination of numerous sections we were unable to find 
acid-fast bacilli. This does not exclude the possibility of 
tuberculosis, since it has been shown that there are five 
chances in six that tubercle bacilli will not be found in 
sections when they are revealed by animal inoculation or 
culture. Granulomatous inflammation jis a reaction pattern 
common to many infective agents, including some fungi, 
and also to chemical agents such as. beryllium. We have. 
examined appropriately stained sections for fungi without 
success. This again does not exclude the possibility, since 
fungi can be found in sections in about half the cases in 
which they are recovered by culture. We have no informa- 
tion on the state of the stomach at autopsy, but there is 
some evidence against gastric malignant disease in the X-ray 
examination of the stomach. The possibility of coexisting 
pernicious anemia remains unanswered, but is very unlikely. 


Disseminated caseating granulomatous inflammation, most 
probably tuberculosis; possible coexisting 


pernicious 


Dut of the Past. 


‘ 
In this column will be published from time to time 
extracts, taken from medical journals, newspapers, 0 
and historical records, diaries and so on, dealing with events 
connected with the early medical history of Australia. 


FORMATION OF THE VICTORIAN BRANCH OF THE 
BRITISH MEDICAL ASSOCIATION. 


{From the Australasian Medical Gazette, November, 1881.] 


For some years it had been in contemplation by several 
members of the profession in Victoria to establish in that 
colony a branch of the British Medical Association, but it 
was not until 1879 that steps were taken to that end. In 
the early part of that year Dr. Louis Henry returned from 
Europe, bringing with him letters from the parent Associa- 
tion, empowering him to communicate with the profession 
in the Australian colonies with a view to such an organiza- 
tion. The first provisional committee meeting which met to 
consider how far the organization was possible, took place 
at the home of Dr. Neild East Melbourne on 11 September 
1879. There were present on that occasion Dr. Neild, Dr. 
Henry, Dr. Cutts, Dr. Graham, Mr. Gilbee, Dr. Jamieson, Dr. 
Morrison, Dr. McMillan, Mr. Rudall and Dr. Browning. It 
was resolved that a meeting of the profession be called in 
accordance with the general rules of the Association, and 
that a proposal be submitted for the formation of a Victorian 
Branch. This was accordingly done and a number of gentle- 
men, on being communicated with, entered warmly into the 
work. The first general meeting was held on September 25th 
when thirty members of the profession enrolled themseives 
as the first members »* the Branch. They then proceeded to 
adopt a code of by laws and to elect a Council.. This was 
composed as follows: Mr. Gilbee President, Dr. Cutts Vice 
President, Dr. Henry Honorary Secretary, Dr. Graham 
Treasurer, Dr. Neild, Dr. McMillan, Mr. Rudall, Dr. 
Jamieson, Dr. Browning, Dr. Morrison members of Council. 


At a subsequent meeting of the Council other names were 
added to the list of members of the Branch Association so 
that by the end of the year it numbered sixty two.. 


. Correspondence. 


BY THE INSURER! 


Str: Under the heading “Schedule of Fees for Specialist 
General Surgeons” in the latest Monthly Bulletin of the 
New South Wales Branch of the B.M.A. appears the item 
“2(b) by the insurer’, with the implication that it is ethicully 
acceptable for insurance companies to refer cases for treat- 
ment. With respect I submit that the law only gives the 
insurer the right to refer patients for examination, and that 
for treatment the patient coming from an insurance com- 
pany must do so of his own free will and understand he is 
coming to the doctor of his own free choice. If this is not 
clear to the doctor accepting a case for treatment “from the 


insurer”, then I suggest that such doctor is acting unethic- ” 


ally, and I request the Ethics Committee to pronounce on 
this point. 

Yours, etc., 

143 Macquarie Street, C. C. McK#Liar. 

Sydney, ; 

June 19, 1958. 


HYPERSENSITIVITY REACTION TO HYDROCORTISONE 3 


OINTMENT. 


Str: I recently had occasion to see an elderly lady 
suffering from pruritus vulve. She had been treated some 
weeks previously for this condition with a 1% hydrocortisone 
ointment which her medical adviser wisely stopped when she 
reported considerable irritation and redness following appli- 
cation. Her pruritus persisted and she again used a 1% 
hydrocortisone ointment of a different brand. Twenty-four 
to thirty-six hours later she developed an intense local 
reaction with rapid generalization approaching exfoliative 


1From the original in the Mitchell Library, Sydney. 
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dermatitis. Her condition was serious and responded very 
slowly to general measures. After three to four weeks she 
is still miserable with widespread irritation and inflammation 
of her whole cutaneous surface. The bases of the two oint- 
ments were quite different, but both simple. Further investi- 
gation will reveal whether the ‘sensitivity had developed to 
the hydrocortisone acetate or to two separate (and unrelated) 
ointment bases. In any case, the severity of the reaction 
should act as a caution in the use of this ointment which is 
of great value in the treatment of selected dermatoses. 
Where there is certain evidence of developing sensitivity, 
treatment with hydrocortisone acetate ointment should be 
interrupted at once. 


Yours, etc., 
“Wyoming”, Rex BHCKE. 
175 Macquarie Street, 
Sydney. 
June 25, 1958. 
MONGOLISM. 


Sir: Recent observations suggest an epidemic distribution 
of mongolism. Reflecting on this, it came to me that during 
ten years of practice in a town—West Wyalong—all my 
mongols were delivered within a short period. I made con- 
tact with the mothers,.who were most cooperative, one of 
them bringing a family with a mongoloid child whom I had 
not attended. The youngsters were healthy and well 
behaved; the families had obviously made good adjustment. 
Birth dates were: A (girl), June 22, 1951; B (boy), January 
13, 1952; C (boy), February 6, 1952; D (girl), February 8, 
1952. With one exception, these would comprise all the 


-‘mongols born in the district in the last ten years. This 


child, baby E, died in Watt Street Hospital, Newcastle. I 
could not find out the sex. It was born in June, 1951. 

The parents were asked about febrile illness during preg- 
nancy and other questions. Relevant facts elicited are shown 
in the following table: 


Case. | Mother’s | Parity. ae. Other Facts. 
Age. (Pounds.) 
4 5 ane 
20 2 Shock at two months. 
uch regnancy. 
D 40 3 Unknown. } Bushfire worries during most 
of pregnancy. 


None could remember fever, or any illness, during pregnancy. 


All the families lived on farms. No information could be. 


obtained about baby E. Murray Valley encephalitis appeared 
in the area in late 1950 and in 1951. 

There are other, possibly relevant, observations. Duck- 
shooting is a favourite sport of the region. The victims are 
often kept in the town freezing works, where ice-cream, fish, 
beer and other foods may be kept: Water-birds have been 
incriminated as vectors of the disease. If I remember 
rightly, antibody studies suggested that occult cases were 
common. Information from practices in and adjoining the 
Riverina might be of interest, perhaps even justifying a 
serological investigation of the children and their families. 


Yours, etc., 
Milton, P. P. MAnzig, B.A., M.B., B.S. 


New South Wales, 
June 20, 1958. 


BRANCH SURGERIES. 


Sir: On the above subject, as set out in the Monthly 
Bulletin of the New South Wales Branch of the B.M.A. of 
May 19, Council would seem to have gone off at half-cock. 
Circumstances make all cases different; but has not every 
person a right to guard his equity? For example, take a 
district which a group has been serving for many years; 
some members may have spent money and time on post- 
graduate education. Then a one-man practice near by. 
expands into a group and “squatters” innumerable spring 
up like mushrooms after rain. Council now directs that the 
original group should die'a slow death by strangulation, or 
seek its permission to survive and guard its equity. 


The Council is on dangerous ground. To be logical it 
surely must (except with Council’s permission) (a) ban all 
squatters, (b) insist that no group shall be formed, (c) allow 
no practitioner to take an assistant or partner, and (d) pre- 
vent, any newcomer from setting up in Macquarie Street. 
Why single out groups? What constitutes a group? What 
about a partnership of two? Why not ban all branches? 
Is not “and at Macquarie Street” a branch? 

Yours, etc., 
19 Gerrale Street, A. M. Macrintosu. 


Cronulla, 
New South Wales. 


June 18, 1958. 


. Post-Graduate Tork. 


THE POST-GRADUATE COMMITTEE IN MEDICINE IN 
THE UNIVERSITY OF SYDNEY. 


Courses for General Practitioners. 
Week-End Course in Pediatrics. 


THE Post-Graduate Committee in Medicine in the 
University of Sydney announces that a week-end course in 
pediatrics for general practitioners will be held in the 
Doreen Dew Lecture Theatre of the Royal Alexandra Hos- 
pital for Children, Bridge Road, Camperdown, on Saturday 
and Sunday, August 2 and 3, 1958, under the supervision of 
Professor Lorimer Dods. The programme will be as follews: 


Saturday, August 2: 9.30 a.m., “Common Disorders of the 
Alimentary Tract”, Dr. Malcolm Edwards; 11 a.m., “Some 
Aspects of Cardiac Disease in Pediatric Practice’, Dr. 
Douglas Stuckey and Mr. Douglas Cohen; 12 noon, dis- 
cussion of immunization procedures, Dr. John Quoyle; 
2.15 p.m., clinical demonstration, Professor Lorimer Dods; 
3.45 p.m., “Acute Surgical Emergencies”, Mr. C. J. Gibson. 


Sunday, August 3: 9.30 a.m., “Malignant Disease: An 
Increasing Pediatric Problem”, Dr. C. W. G. Lee; 11 a.m., 
“Mental Deficiency”, Dr. John Beveridge; 12 noon, “Obesity 
and Problems of Growth”, Dr. R. H. Vines; 2 p.m., “Urinary 
Tract Infection”, Dr. J. D. McDonald and Mr. F. N. Street; 
3.30 p.m., question time, Mr. F. N. Street and Dr. R. H. Vines. 


The fee for attendance, including luncheons at the hospital 
canteen, is £4 16s. The fee for members who do not require 
luncheons is £4 4s. The closing date for applications is July 
25, 1958. 


' Revision Course at Rachel Forster Hospital for 
Women and Children. 

The Post-Graduate Committee in Medicine in the 
University of Sydney announces that a full-time revision 
course, open to all members of the medical profession, will 
be held in the Nurses’ Lecture Hall of the Rachel Forster 
Hospital for Women and Children, Redfern, from Monday to 
Friday, September 29 to October 3, 1958, under the super- 
vision of Dr. Margery Scott-Young. The guest speaker will 
be Professor F. A. R. Stammers, Professor of Surgery in the 
University of Birmingham, who is visiting Australia at the 
invitation of the Australian Post-Graduate Federation in 
Medicine as its official post-graduate lecturer for 1958. His 
lecture, to be given on Thursday, October 2, is set out in 
the following programme. 

Monday, September 29: 9.45 a.m., official opening of course; 
10.15 am., “Investigation and Treatment of Vaginal Dis- 
charges”, Dr. Gwennyth Downes; 11.30 a.m., “Investigation 
of Sterility”, Dr. Ariel Robey; 2 p.m., medical ward rounds 
(cases to be presented by Dr. Willa Nelson, Dr. Helen Taylor, 
Dr. Clare Weekes, Dr. Pat Manuel, Dr. Nanette de Coek and 
Dr. M. Harris. 

Tuesday, September 30: 9.30 a.m., presentation of pediatric 
cases, Dr. Gertrude Geikie and Dr. Elizabeth Miller; 11 a.m., 
“The Reticuloses’, Dr. R. Walker; 12 noon, “Some Anzs- 
thetic Emergencies”, Dr. Lelia Harris; 2 p.m., “The Electro- 
cardiogram: Its Uses and Limitations”, Dr. Jean Palmer; 
3.30 p.m., surgical question time, Dr. A. Middleton and Dr. 
R. Hudson. 

Wednesday, October 1: 9.30 a.m., “Cosmetic Nasal Opera- 
tions”, Dr. A. B. K. Watkins; 10.15 a@.m., “The Husky Voice, 
and Some Associations between E.N.T. and Dental Disease”, 
Dr. Brenda Laws; 11.15 a.m., “Otitis Media”, Dr. Patricia 
Davey; 12 noon, “Dermatological Therapy”, Dr. Jean Mason- 
Johnson. 

Thursday, October 2: 9.30 a.m., “Recent Advances in 
Psychotherapy”, Dr. Joan Fotheringham; 11 a.m., in the 


- 


endocrinology and metabolism, 
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Assembly Hall, “Complications of Partial Gastrectomy”, 
Professor F. A. Stammers, University of Birmingham; 
12 noon, “Pre-Operative Gynecological Cases”, Dr. Gwen 
Gerrard; 2 p.m., demonstration of cases of carcinoma 
mamme and of other breast conditions, Dr. Kathleen 
Cuningham; 3.45 p.m., “Modern Uses of and Complications 
of Blood Transfusion”, Dr. R. J. Walsh, Director of the Red 
Cross Blood Transfusion Service. 


Friday, October 3: 9.30 a.m., “Fluids and Electrolytes in 
Surgery”, Dr. Margery Scott-Young; 10.45 a.m., “Headache of 
Ocular Origin”, Dr. Eunice Wilson; “Diagnosis and Treat- 
ment of Eye Conditions Commonly Met in General Practice”, 
Dr. Elizabeth Fisher; 11.45 a.m., “The Stabilization of the 
Diabetic Patient’, Dr. Willa "Nelson; .2 p.m., demonstration 
of X-ray films and a discussion on the uses and limitations 
of radiography, Dr. Marjorie Dalgarno and Dr. Jean 
— 3 p.m., “Minor Orthopedic ‘Disabilities”, Dr. Denis 

we. 

The fee for attendance is £5 5s., and limited accommoda- 
tion is available for women graduates at £3 18s. 6d. The 
closing date for applications is September 8, 1958. 


Information. 


Written application, enclosing remittance, should be made 
to. the Course Secretary, The Post-Graduate Committee in 


Medicine, 131 Macquarie Street; Sydney. Telephones: 
BU 4497-8. Telegraphic address: “Postgrad Sydney.” 
¢ Revision Course in New Zealand. 

The Post-Graduate Committee in Medicine in the 


University of Sydney and the Auckland Medical Post- 
Graduate Committee have jointly arranged a special revision 
course to be held in Auckland, New Zealand, from Monduy 
to Friday, November 3 to 7, 1958. The course will be full 
time and lecturers participating will be drawn from Aus- 
tralia and New Zealand. The main theme will be thera- 
peutics, and the programme will include a comprehensive 
survey of modern trends in diagnosis and treatment of 
special value to general practitioners. It will be possible to 
include the course and five days’ sight-seeing in the short 
absence from Sydney of nineteen days, sailing on October 29 
in the S.S. Monterey and returning in the S.S. Mariposa on 
November 16. 


The fee for attendance is £6 6s. (Australian) or £5 ds. 
(New Zealand currency). These fees, together with travel- 
ling expenses incurred in attending the course, may be 
claimed as taxation deductions. Bookings may now be made 
for the course and sea or air travel through the Posi- 
Graduate Committee in Medicine, 131 Macquarie Street, 
Sydney, from whom further particulars may be obtained. 
ae al BU 4497-8. Telegraphic address: “Postgrad 
ydney.” 


Seminars at the Royal Prince Alfred Hospital. 


The following seminars will be held on Fridays from 
1.15 p.m. to 2.15 p.m. in the Scot Skirving Lecture Theatre, 
Royal Prince Alfred Hospital, Sydney, from July ‘4 to October 
31, 1958. Each seminar will be followed at 2.30 p.m. by a 
clinico-pathological session, and at 5 p.m. by a grand rounds 
clinical session. 


July 4, neurological section, “Epilepsy of Late Onset”, Dr. 
L. Basser (by invitation). July 11, theracic section, “Treat- 
ment of Bronchiectasis”, Dr. M. R. Joseph and Mr. Alexander 
Grant. July 18, hematology section, “Blood Formation and 
Destruction (Spleen and Splenectomy)”, Professor M. M. 
Wintrobe (by invitation). July 25, cardiology section, 
“Surgery of the Aorta”, Mr. Alexander Grant. August 1, 
section of endocrinology and metabolism, “Aldosteronisny’’, 
Dr. M. D. Milne, Hammersmith Hospital, ndon (oy 
invitation). August 8, gastro-enterology section, “Certain 
Aspects of the Malabsorption Syndrome”, Dr. Geoffrey 
Kellerman and Dr. M. Playoust. August 15, pediatric 
section, “Jaundice in the Newborn”, Dr.-‘W. H. Gary. (This 
seminar will be followed by a combined meeting at the 
Royal Alexandra Hospital for Children, Camperdown.) 
August 22, thoracic section, “Sarcoidosis”, Dr. J. E. Hassall. 
August 29, neurology section, “Surgical Treatment of 
Parkinsonism”, Mr. M. Morson and members of the 
neurological staff. September 5 and 12, no seminar. Sep- 
tember 19, hematology section, “Glandular Fever”, Dr. R. S. 


Packard and Dr. H. Kronenberg. September 26, ‘cardiology ; 


section, “Follow-Up of Mitral Valvulotomy: Seven Years’ 
Experience”, Dr. B. M. Learoyd. October 3, renal section, 
“Nephrosis: Part II”, Dr. J. Johnson. October 10, section of 
“Gonadal Agenesis and 
Related Syndromes”, Dr. K. S. Harrison and -Dr. D. Child. 
October 17, gastro-enterology. section, “Unusual Types of 


Presentation of Peptic Ulcer’, Dr. F. Harding Burns. 
October 24, neurology section, “Anti-Coagulants in Cerebral 
Vascular Disease”, Dr. J. L. Allsop. October 31, cardiology 
section, “Experiences at the Third International seiaeacineeel 
of Cardiology”, Dr. J. Kempson Maddox. - 


Dbituarp, 


HENRY ELLISON HARGREAVES. 


Wp are indebted to Dr. E. E. White for the following 
appreciation of the late Dr. Henry Ellison Hargreaves. 


Henry Ellison Hargreaves was born in Bath, England, in 
March, 1898, and educated at the Stanborough Park Mis- 
sionary Training College, Watford. This was interrupted by 
a period of service of two years during the first World War, 
and after demobilization he began to study medicine at 
Charing Cross Hospital. He qualified M.R.C.S., L.R.C.P. in 
six months less than the minimum time for the course, and 
was then appointed as registrar at the County Hospital in 
Huntingdon. He then accepted a call from the Seventh 
Day Adventist Mission Board to serve as a medical mis- 
sionary in Persia and pioneered the work there. The 
prevalence of eye diseases in this country provided numerous 
practical examples which stimulated his interest and induced © 
him to make a special study of ophthalmology. During his 
furlough periods in England he took further study at 
Moorfields and obtained the Diploma of Ophthalmic Medicine 
and Surgery. He gave 25 years of medical and ministerial 
service to Persia (Iran), particularly in Ispahan, Sultanabad, 
Tabriz and Teheran. In 1950 he was invited to serve as 
medical secretary for the Australasian Mission Board of 
Seventh Day Adventists and supervised the medical work 
of this denomination, especially in the islands of the South 
Seas. In 1953 he joined the Commonwealth Repatriation 
Department in his chosen field as eye specialist and held 
this position until the time of his sudden death from a 
coronary occlusion on June 4, 1958. 


Dr. Hargreaves was very much beloved by all who knew 
him, whether in Persia, England, Australia or the South Seas. 
His unfailing humour and cheerful disposition united with 
his conscientious Christian character endeared him to all his 
associates. He was an ardent church worker and supported 
the cause of foreign missions in every way. He leaves to 
mourn his widow, Mrs. Hargreaves, a son, three daughters, | 
one granddaughter and a sister and brother (Dr. T. H. J. 
Hargreaves, of Wickford, Essex). 


Motes. and Mews. 


Visit of the Editor of “Nature”. 


The Chairman of the Nuffield Foundation Australian 
Advisory Committee, Mr. Colin Syme, has announced that 
Mr. L. J. F. Brimble, the editor of Nature, will visit Australia ~ 
in July and August under the auspices of the Nuffield 
Foundation. The Commonwealth Scientific and Industrial 
Research Organization will meet his travelling costs within 
Australia. 

Mr. Brimble will spend five weeks in Australia from July 2, 
1958. He will visit the main capital cities and, in addition, 
will travel through the country areas between Newcastle 
and Armidale and Mount Gambier and Adelaide. 


Nuffield Foundation Dominion Travelling Fellowships. 


The Nuffield Foundation will continue in 1959 its scheme 
of offering a number of Travelling Fellowships to Australian 
graduates. Seven awards will be available, including two 
fellowships in medicine, two fellowships in the natural 
sciences, and two fellowships in the humanities and social! 
sciences. 

The purpose of the. fellowships is to enable Austraiian 
graduates of outstanding ability to gain experience and 
training in the United Kingdom in their chosen fields, and 
to make contact there with scholars working in those fields, 
with a view to the Fellows’ equipping ‘themselves to —_ up 
posts in teaching and/or research in Australia. 


The fellowships are intended for men or women of first- 
rate intellectual and personal qualities, who have already 
shown unusual capacity to advance knowledge and teaching 
in one of the fields concerned. The Foundation wishes the 
awards to be open on as wide a basis as possible, and 
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applications from persons with degrees in such fields as 
dentistry, veterinary science, engineering, architecture, etz., 
as well as those in the fields already mentioned, will be 
welcome. Candidates must be Australian nationals, normally 
between the ages of 25 and 35 years, and must be university 
graduates holding, preferably, a master’s or doctor’s degree, 
and having subsequently had a year or more of teaching or 
research experience on the staff of a university or com- 
parable institution. 


_ A fellowship will normally be tenable for one year, but in 

exceptional cases may be extended for a further period of 
a few months. The fellowship will provide for return 
travelling expenses, at tourist rates, of a Fellow between his 
home residence and the United Kingdom and, if he is 
married, similar expenses for his wife; an adequate allow- 
ance will be made for the Fellow’s living and travelling 
expenses in the United Kingdom and for his academic fees, 
books and other incidental expenses, as well as a personal 
allowance. The total value of an award, including all 
travelling expenses, varies. with the needs and family respon- 
nse ead of the holder, but will in no case be less than £900 
sterling. 


A Fellow will be expected to resume residence in Australia 
on the completion of the fellowship. 


Except with the express permission of the trustees of the 
Foundation, a Fellow may not hold any other award con- 
currently with the fellowship. 


A Fellow will be required to carry out, at centres approved 
by the trustees of the Foundation, a programme of research 
work and training, similarly approved. Other work, paid or 
unpaid, may not be undertaken without the permission of 
the trustees. During the tenure of the fellowship a Fellow 
will not normally be permitted to prepare specifically for, 
or to take, examinations for higher degrees or diplomas 
awarded by bodies in the United Kingdom. 

A Fellow will be required to submit to the trustees, at 
the end of the fellowship, a report on his work during the 
period of fellowship. 

Should the trustees at any time find that a fellow neglects 
or has neglected the obligations of the appointment, they 
shall have power immediately to terminate the fellowship. 


The fellowships will be awarded by the trustees of the 
Foundation on the recommendation of its Advisory Com- 
mittee in Australia. 

Applications for fellowships to begin in 1959 should be 
submitted not later than September 19, 1958, to the Secretary, 
The Nuffield Foundation Australian Advisory, Committee, 
University of Melbourne, Carlton, N.3, Victoria, from whom 
copies of the application form may be obtained. Applications 
must be accompanied by a programme of intended work in 
the United Kingdom in as specific terms as possible. 


International Congress of Balneology. 


The Czechoslovak Society of Physiotherapy is holding an 
International Congress of Balneology in Marienbad 
(Marianské L&zné) from September 8 to 13, 1958. The 
main themes are: (i) conservative and balneolotherapy in 
urology, and (ii) thermoregulation in physiatrics and 
balneology. Besides free themes, one day will be devoted 
to the subject of choledocholithiasis. Papers will be read by 
well-known scientists from Bulgaria, France, the German 
Democratic Republic, the German Federal Republic, 
Hungary, Poland, the Soviet Union, Sweden and Czecho- 
slovakia. The official languages of the Congress are Engi’sh, 
French, Russian, German, Czech and Slovak. The scientific 
programme will be complemented by excursions and cultural 
and social events. ; 

Application and inquiries should be addressed to the 
Secretary of the International Congress of Balneology, 
Reznické 5, Prague 2, Czechoslovakia. 

This notice was accompanied by a booklet containing a 
complete programme of the Congress, written entirely in 
Latin. This includes some brief notes on the history of 
the Marienbad spa, whose waters were first mentioned in 
1528 in a letter of Ferdinand I of Bohemia. The spa was 
founded in 1808. . 

Subnormal Children. 


A limited number of vacancies exist at the Lorna 
Hodgkinson Sunshine Home for trainable subnormal boys 
and girls in certain age groups. This follows the opening 
of a new building. Once accepted, the child may then reside 
at the Home for life if the child’s guardian so desires. 


DISEASES NOTIFIED IN EACH STATE AND TERRITORY OF AUSTRALIA FOR THE WEEK ENDED JUNE 21, 1957." 


New Australian 
* Disease. South Victoria. | Queensland. South Western | Tasmania. Northern Capital Australia. 
Wales. Australia. Australia. Territory. Territory. 
Acute Rheumatism .. 1 4(3) 9(2) 14 
Bilharziasis .. 
Chores (St. Vitus) ae 2(2) 2 
(Infantile) 1 17(16) 1(1) 2 21 
Diphtheria 1(1) 1 3(2) 5 
Dysentery 6(3) 3(2) 8(7) 1 18 
Encephalitis 1 os 1 
nfective Hepatitis 49(18) 25(20) 7(3) 4 5 2 938 
Meningococcal Infection + 8(2) bs 3 
Ophthalmia .. 
Ornithosis 
Paratyp! ‘ ‘ 
Puerperal Fever 1 2 
Rubella 14(11) 2 20(20) 36 
Salmonella Infection 1(1) 2(2) 3 
Scarlet Fever .. 14(5) 38(82) 4(3) 3(2) 3(1) 62 
Trachoma 1(1) 1(1) 2 
Tuberculosis .. 19(13) 24(18) 8(2) 5(3) 11(6) 1 1 69 
Typhoid Fever 1 
(Flea-, Mite- and 


* Figures in parentheses are those for the metropolitan area. 
* Source of infection outside Australia in one case. - 
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Further information may be obtained from the Medical 
Superintendent, FJ 3223, The Lorna Hodgkinson Sunshine 
Home, 212 Pacific Highway, Gore Hill, N.S.W. 


All Pakistan Medical Conference. 


The fifth All Pakistan Medical Conference will be held at 
Dacca, East Pakistan, from November 23 to 27, 1958. The 
reception committee extends a cordial invitation to all mem- 
bers of the medical profession in and outside Pakistan and 
wishes them to join the conference. The reception coimn- 
mittee will provide suitable accommodation for delegates 
and visitors from abroad, who are asked to contact the 
conference secretary, or the secretary-general of the 
Pakistan Medical Association at an early date. Those 
intending to read papers are requested to intimate the title 
of their paper to the secretary, and to send the paper in 
duplicate not later than September 25, 1958. 


Further information may be obtained from Dr. K. S. Alam, 
Conference Secretary, 35 Nazimuddin Road, Dacca, East 
Pakistan. Intending visitors are asked to note that during 
the month of November the weather in Dacca will be cool, 
refreshing and pleasant. 


. 


Qustralian MWevdical Board Proceedings. 


TASMANIA. 


Tue following have been registered, pursuant to the pre- 
visions of the Medical Act, 1918, of Tasmania, as duly 
qualified medical practitioners: Roach, Trevor Hunter, M.B., 
B.S., 1950 (Univ. Sydney), D.C.H., England, 1955, D.Obst., 
R.C.O.G., 1956; Carruthers, Pauline Mary, M.B., Ch.B., 1956 
(Univ. Liwerpool); Carruthers, Ronald, M.B., Ch.B., 1956 
(Univ. Liverpool). 


Wevical Appointments. 


Dr. W. E. R. H. Hackett has been appointed Medical 
Research Fellow in the Institute of Medical and Veterinary 
Science, Adelaide. 


Dr. A. W. Grote has been appointed a medical officer in 
the Public Health Department, Adelaide. 


The following appointments have been made to the 
honorary medical staff of the Royal Adelaide Hospital: 
Honorary Assistant to the Director of the Psychiatric Clinic, 
Dr. R. W. Smith; Honorary Registrar, Dr. I. J. Forbes; 
Honorary Clinical Assistant, Medical Professorial Unit, Dr. 
R. J. Lawrence; Honorary Clinical Assistant, Surgical 
Section, Dr. L. E. McEwan. ; 


Dr. A. FE. Krassay has been appointed bacteriologist in 
the Institute of Medical and Veterinary Science, Adelaide. 


Dr. B. H. Jeanes has been appointed a quarantine offic¢r 
under the Quarantine Act, 1908-1950. 


Dr. S. G. Nelson has been appointed as a member of the 
New South Wales Ambulance Transport Service Board. 


Dr. J. Davis has been appointed a member of the Board 
of Optometrical Registration, New South Wales. 


Dr. K. M. Benn has been appointed Psychiatrist Superin- 
tendent, Mental Hygiene Branch, Department of Health, 
Victoria. 

Dr. A. A. Reid has been appointed Psychiatrist Superin- 
rea Mental Hygiene Branch, Department of Heaith, 

ctoria. . 


Mominations and Elections. 


THB undermentioned have applied for election as members 
of the New South Wales Branch of the British Medical 
Association: 

‘Ozols, Olgerts-Konstantins, M.D., 1944 (Univ. Riga) 
(registered in accordance with the, provisions of 
Section 17 (2B) .of the Medical Practitioners Act, 
1938-1957), c.o. School of Public Health and Tropical 
Medicine, University of Sydney, Sydney. 


Havas, Alexander, M.D., 1929 (Univ. Debrecen) (regis- 
tered in accordance with the’ provisions of Section 
17 (2B) of the Medical Practitioners Act, 1938-1957), 
8-98 Wallis Street, Woollahra, New South Wales. 


Deaths. 


Tup following deaths have been announced: 

Mituar.—Thomas Glass Millar, on June 28, 1958, at 
Malvern, Victoria. 

Dean.—Arnold William Dean, on June 28, 1958, at Seaforth, 
New South Wales. 

ELuis.—Kenneth James Ellis, on July 2, 1958, at Newcastie. 
New South Wales. 


Diary for the apontb. 


Juty 14.—Victorian Branch, B.M.A.: Finance, House and 
Library Subcommittee. 
Juty 15.—New South Wales Branch, B.M.A.: Medical Politics 


Committee. 
16.—Western Australian Branch, B.M.A.: General 


Meeting. 
Juty 17.—Victorian Branch; B.M.A.: Executive Meeting. 
JuLy 18.—New South Wales Branch, B.M.A.: Ethics Com- 
mittee. 
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Medical Appointments: Important Motice. 


MEDICAL PRACTITIONERS are requested not to apply for any 
appointment mentioned below without having first communicated 
with the Honorary Secretary of the Branch concerned, or 
with the Medical Secretary of the British Medical Association, 
Tavistock Square, London, W.C.1. 

New South Wales Branch (Medical Secretary, 135 Macquarie 
Street, Sydney): All contract practice appointments in 
New South Wales. Anti-Tuberculosis Association of New 
South Wales. 

South Australian Branch (Honorary Secretary, 80 Brougham 
Place, North Adelaide): All contract practice appointments 
in South Australia. 
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Editorial Motices. 


ALL articles submitted for publication in this Journal should 
be typed with double or treble spacing. Carbon copies should 
not be sent. Authors are requested to avoid the use of 


abbreviations and not to underline either words or phrases. 
References to articles and books should be carefully checked. 
In a reference the following information should be given: 
surname of author, initials of author, year, full title of article, 
name of journal, volume, number of first page of the article. 
The abbreviations used for the titles of journals are those 
adopted by the Quarterly Cumulative Index Medicus. If a 
reference is made to an abstract of a paper, the name of the 
original journal, together with that of the journal in which the 


abstract has appeared, should be given with full date in each 


instance. 

Authors* submitting illustrations are asked, if possible, to 
provide the originals’ (not photographic copies) of line 
drawings, graphs and diagrams, and prints from the original 
negatives of photomicrographs. Authors who are not accustomed 
to preparing drawings or photographic prints for reproduction 
are invited to seek the advice of the Editor. 

Original articles forwarded for publication are understood to 
be offered to THE MEDICAL JOURNAL OF AUSTRALIA alone, unless 
the contrary is stated. 

All communications should be addressed to the Editor, Tuz 
MEDICAL JOURNAL OF AUSTRALIA, The Printing House, Seamer 
Street, Glebe, New South Wales. (Telephones: MW 2615-2-3.) 

Members and subscribers are requested to notify the Manager, 
THE MEDICAL JOURNAL OF AUSTRALIA, Seamer Street, Glebe, 
New South Wales, without delay, of any irregularity in the 
delivery of this Journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt 
of journals unless such notification is received within one month. 

SUBSCRIPTION RatTes.—Medical students and others not 
receiving MepicaL JOURNAL OF AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in Australia can become subscribers to the Journal by applying 
to the Manager or through the usual agents and booksellers. 
Subscriptions can commence at the beginning of any quarter 
and are renewable on December 31. The rate is £5 per annum 
within Australia and the British Commonwealth of Nations, 
and £6 per annum within America and foreign countries, 
payable in advance. 
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